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The program was as follows: 
CASE REPORTS 
} Report of Two Cases Illustrating That Re- 
peated Miscarriages May Be Due to Pathology 
in the Male Genital Tract. 
Dr. Morris B. Sanders, Boston. 
A Case of Papillary Carcinoma of the Renal 
Pelvis. 
Dr. B. D. Wethereil, Boston. 

9 Soft Stones Removed from the Urinary Blad- 

der. 

Dr. Homer G. Hamer, Indianapolis, Ind. 

PAPERS 


1. The Twentieth Year of the New England 
Branch of the American Urological Association. 


Dr. J. D. Barney, Boston. 


Enlarged Pyelotomy for Stone. 

Dr. Homer G. Hamer. 
3. Discussion of Dr. Hamer’s paper by Doctors 
Crabtree, Quinby, Keefe, Jones, Barney, Graves, 
Hamer—in the order named. 


THE TWENTIETH YEAR OF THE NEW 
ENGLAND BRANCH OF THE AMERICAN 
UROLOGICAL ASSOCIATION 


BY J. DELLINGER BARNEY, M.D., F.A.C.S. 


THE next business is a recitation of the 
history of this Society which has been allotted 
to me. Twenty-one years ago tonight 
(lacking five days), namely, on March 6, 1906, 
a group of men from Boston and the New Eng- 
land cities, all of whom were members of the 
American Urological Association, met and de- 
cided that it would be a good thing to have a 
New England Branch of the American Urologi- 
eal Association. After the usual preliminary 
disenssion Dr. Hugh Cabot called the meeting to 
order and after further discussion Dr. Chute 
nominated Dr. Cabot as temporary chairman. 
Whereupon Dr. Cabot nominated the late Dr. 
Henry J. Perry as secretary. With that start 
they organized themselves more definitely and 
appointed officers. The first president was the 
late Dr. Oliver C. Smith of Hartford, and Dr. 
R. O'Neil was the first Secretary and Treas- 
‘urer, and the members of the Executive Commit- 
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tee consisted of the following: Drs. F. J. 
Cotton, Massachusetts, Benjamin Tenney, Massa- 
chusetts, B. B. Foster, Maine, Roy H. Peek, 
Vermont, John W. Keefe, Rhode Island, and E. 
J. MeKnight, Connecticut. Dr. J. W. Keefe is 
still serving and is just as young-looking as he 
was then. 

With that beginning the Society has gone 
along taking in new members until now we have 
84 members including those we have elected to- 
night. 

The object of the Society was to encourage the 
study of the medical and surgical diseases of the 
genito-urinary tract but it did not attempt to 
include men in its membership who were doing 
exclusively that sort of work. It now includes 
men who are doing this primarily but also men 
who are interested in the subject. 

Some of the younger members may not realize 
that twenty years ago urology was in its infancy. 
Dr. Quinby and I were among the first members, 
and at that time, 1906, Urology as a specialty 
was practically unknown and no one practiced 
it exclusively. But now many are doing it ex 
elusively and very well so that you might say 
that those of us who started at that time were 
pioneers in that line. Dr. Francis Watson was 
doing this work to a considerable extent at that 
time. There was no department of urology at 
the Harvard Medical School. My memory goes. 
back to the time when a eystoscope was consid- 
ered a toy and to do a cystoscopy was quite an 
event. I remember that the man who did a 
eystoscopy was quite a fellow and the patient 
was a hero. We had lamps which were hot 
lamps; and catheterization of the ureters was a 
matter of uncertainty. At that time X-rays were 
taken in a room about as big as a closet by the 
late Dr. Walter Dodd at the Massachusetts Gen- 
eral Hospital; and the taking of an X-ray was 
quite an event. I remember Dr. Cabot and Dr. 


Watson needling the kidney to find a stone, and 
many times they would close the kidney without 
getting out the stone. Such a thing as functional 
tests of urine were not done. 

All this has happened in my day so that you 
can see that urology is a comparatively recent 
specialty which has come along and made rapid 
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strides, and our refinements of diagnosis are 
unbelievable compared with what they were 1n 
those days. 

So we have reason to be encouraged by the 
progress which we have made. More progress 
is still to be made in the matter of diagnosis and 
operating and in getting cancer at an earlier 
stage so that we may prolong a patient’s life if 
not save him. 

That, roughly speaking, is the history of this 
Society, and we hope it will go on and enlarge 
in its seope and its membership as it has in the 
past. 


REPORT OF TWO CASES ILLUSTRATING 
THAT REPEATED MISCARRIAGES MAY 
BE DUE TO PATHOLOGY IN THE MALE 
GENITAL TRACT 


BY MORRIS B. SANDERS, M.D. 


Tue researches of Dr. George L. Streeter and 
associates of the Carnegie Laboratory of Embry- 
ology at Johns Hopkins have shown that intra- 
uterine mortality may be due to a germ plasm 
defect—either that of the ovum or the spermato- 
zoon. In work not yet completed, Macomber 
and I have found that bilateral vesiculectomy in 
the rat has caused a definitely increased intra- 
uterine mortality, the etiological agent of which, 
we are not yet certain about. 

This evening I would like to present the salient 
facts in two eases which we have had under ob- 
servation, illustrating, that with a history of 
miscarriages, pathology of the male genital tract 
may be the cause. 


The first case (5402) was a man of 40 of sedentary 
habits with no venereal history, who had been mar- 
ried twice. Shortly after his first marriage, his wife 
conceived and had a normal child. 3-4 years later 
there was an early miscarriage. This first marriage 
lasted 11 years. He was married a second time 13 
months previous to his first examination. There was 
a miscarriage of 2 months some six months after 
marriage and another miscarriage of 2-3 months, 
three weeks before entrance. Currettings of the first 
miscarriage showed a blighted ovum; of the second, 
only decidua was found as the miscarriage had been 
partially completed. His wife was reported to be 
normal. 

Physical examination was normal except for un- 
derweight. Locally the right seminal vesical was 
enlerged but not tender. The prostate was some- 
whet boggy and tender. The secretion showed an 
excess of mucus and 10-15 pus cells per high power 
field—no clumps. Examination of the semen showed 
a normal number of spermatozoa but there was a 
definite excess of mucus and pus cells; the vitality 
of the spermatozoa was poor and there was an in- 
creased number of abnormal forms of spermatozoa. 

The prostate and seminal vesicles were given a 
course of massage. Examination after treatment 
showed a reduction of mucus and pus cells (2-4 per 
high power field) and the vitality and morphology of 
the spermatozoa were markedly improved. 

Precautions were removed and in 3-4 months his 
wife became pregnant and had a full term normal 
child in June 1926. 


The second case (5421) was that of an athletically 
inclined executive of 39 with no venereal history. 
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His wife had had four normal pregnancies, the 
youngest child being 6 years old. There had been a 
miscarriage at two months one year previously and a 
second one a few weeks before the first examination. 
The embryo of the second miscarriage was examined 
at the Carnegie Laboratory of Embryology whose 
report showed its development was that of 11% 
weeks and had remained many weeks as a dead mass 
in the uterus. Examination showed that the wife 
was normal. 

Physical examination showed that the man was 
also normal. Locally the seminal vesicles were not 
felt. The prostate was little, if any, enlarged; not 
very boggy or tender. There was, however, a large 
amount of secretion which showed large flocculi of 
pus macroscopically. A re-examination of the pros- 
tate a month later showed its condition essentially 
the same. The semen showed an excess of mucus 
and many clumps of pus cells. The number and mor- 
phology of the spermatozoa was normal. The vital- 
ity of the spermatozoa, nowever, was poor, prac- 
tically all of them were either caught in area of 
mucus or dead within a few minutes. 

The prostate and seminal vesicles were treated by 
a course of massage with a consequent reduction of 
pus cells to 0-3 per high power field. Two months 
after the last treatment, the semen showed the vital- 
ity of the spermatozoa markedly improved. 

Precautions were removed and shortly after, con- 
ception took place, and after a full term pregnancy, 
a child was born September 1926. 


In conclusion: I have presented two cases 
showing repeated miscarriages, in both of which, 
the wife was normal. The first case was a man 
essentially normal except for a non-venereal 
Vesiculo-Prostatitis ; and the second a man whose 
only pathology was a non-venereal Prostatitis. 
Treatment of these conditions resulted in a suf- 
ficiently increased fertility to cause a pregnancy 
to go through to full term. 


A CASE OF PAPILLARY CARCINOMA OF 
THE RENAL PELVIS 


BY B. D, WETHERELL, M.D., F.A.C.S. 


A few days after reporting a well defined incap- 
sulated hypernephroma of the kidney, we operated 
on a man whose pyelogram showed a typical deformi- 
ty as usual in hypernephromas. His history in brief 
was that some three years ago he thought once that 
he passed blood. In September 1925, after a vigorous 
day in camp, he passed some blood. This cleared up 
in 24 hours. Two months later, which was then 
about a year ago, he passed some wine colored urine. 
Then there was nothing until he passed some blood 
clots seven months ago. After 24 hours this cleared 
up after he had been in bed for 3 days. Everything 
went along very serenely until three weeks ago when 
he was feeling very well and took a three mile walk. 
After that he passed some bloody urine. Two days 
later he passed more bloody urine. Physical ex- 
amination was entirely negative. An observation 
cystoscope revealed nothing abnormal in his bladder. 
His blood pressure was 170/80. He was advised to 
have some x-rays. The report was as foilows: “Plates 
taken of the kidneys show no evidence of stone in 
the kidneys, course of ureters, or bladder. There is 
considerable sand in the prostate. The left kidney 
is larger than the right. The spine shows hyper- 
trophic arthritis and there is some arthritis in the 
sacro-iliac joints. There is a bit of calcification in 
one of the high glands.” 

The patient was then advised to have a pyelogram 
made, which he did. Ureter catheters were passed 
easily to both sides without any obstruction. The 
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‘pladder again appeared negative and 12 cc of bro- 
mide were injected into the left kidney pelvis. 
“Pyelogram of the left kidney shows an irregular 
area in the upper portion of the pelvis extending out 
to the first calyx; the kidney area is dense and the 
condition we believe is due to a new growth in the 
kidney probably a hypernephroma. There is no evi- 
dence of stone. The right kidney is normal.” 
(Shown) 

Cystoscopy: The urine obtained from the right 
ureter showed no pus, few blood cells as one might 
expect from ureteral catheterization, with no casts, 
crystals or bacteria, but the left showed a few pus 
cells with a pretty good amount of* blood, a rare 
hyaline cast but no crystals. The intravenous renal 
function showed 18% from the right and 8% from 
the left. 

In view of these findings the patient was advised 
to have his left kidney removed and after a good deal 
of fussing he finally consented. A transverse peri- 
toneal left rectus incision was used, taking out a 
pretty good sized kidney. (Shown) On opening the 
kidney, much to our surprise the pelvis, especially 
the upper part was entirely filled with a papillary 
growth the pathological report of which is as fol- 
lows: “The pelvis is filled with a spherical papillary 
tumor mass in its upper two-thirds. It apparently 
has its origin from the surface of the pelvis. The 
renal parenchyma about the periphery of the growth 
is compressed and atrophied. There is no gross evi- 
dence of invasion. Microscopic examination shows 
a papillary growth rising from the surface of the 
pelvis, composed of long slender stalks with loose 
fibrous connective tissue centers covered with many 
layers of atypical high columnar epithelium. The 
epithelial cells show occasional mitotic figures and 
superficially invade the pelvis. Diagnosis: Papil- 
lary carcinoma.” - 


SOFT “STONES”? REMOVED FROM THE 
URINARY BLADDER 


BY H. G. HAMER, M.D., F.A.C.S. 


“Soft Stones” removed from the urinary bladder. 


Mr. J. B., age 56, for the past ten years had had 
periodical attacks of pain in his left loin, sometimes 
requiring morphia. He also had some difficulty of 
urination. 

In May, 1925, a stone was removed from the left 
kidney. The kidney was said to be badly damaged. 
Following this operation he had complete retention 
and became dependent upon the catheter. In July, 
1926, I excised a prostatic bar by suprapubic cystoto- 
my. He left the hospital with a small suprapubic 
fistula but could empty his bladder. 

In October, 1926, he developed an abscess in the 
left loin which was opened, the abscess discharging 
about 500 cc of pus. His suprapubic fistula soon 
closed. In December the loin sinus ceased to drain 
but bladder disturbance recurred. Urination became 
frequent and painful and the urine was cloudy with 
pus. In January I made a cystoscopic examination 
and found several calculi, dull white in color and 
varying in size. 

A suprapubic cystotomy was done and the four dull 
white, egg-shaped bodies, here presented, were re- 
moved. A smaller one was removed from the prostatic 
urethra. The patient suffered marked bladder pain, 
became markedly septic, and died in ten days of 
pneumonia. 

The pathologist’s report is as follows: (Patho- 
logical Laboratory, Presbyterian Hospital, Chicago, ) 
“In a section of the body, free in the urinary bladder, 
there is a diffuse necrosis with no evidence anywhere 
of formed tissue elements. It is composed of fibrin 
and necrotic debris.” 


ENLARGED PYELOTOMY FOR STONE 
BY H. G. HAMER, M.D., F.A.C.S. 


IN a general consideration of renal stones it 
may be presumed that urologists are pretty much 
in aceord on the following points: 

1st. Most all small stones will pass spontane- 
ously. 

2nd. Symptomless stones of large size, par- 
ticularly if bilateral and of the branched type, 
should be let alone. The latter usually require 
complete nephrotomy for their removal and the 
renal impairment resulting will usually be 
greater than would be produced by the stones 
over a period of years. Such stones frequently 
do not cause symptoms but may be discovered 
during the course of a general examination. 

3rd. Multiple disseminated stones associated 
with infection and greatly impaired function re- 
quire nephrectomy. Little benefit is to be ex- 
pected from the removal of the calculus if the 
kidney is practically destroyed and unable to 
drain properly. If the other kidney is capable, 
the diseased one had better be removed. 

4th. Stones requiring operative removal are 
not sufficiently similar to permit the adoption of 
a routine procedure. Each case must be judged 
upon its individual features and the procedure 
selected in accordance with the requirements to 
be met. The kidney may be fixed or movable; 
the stone solitary and free in the pelvis or 
branched with projections into the calices. 

Sth. The difference in prognosis between 
nephrolithotomy and pyelolithotomy is decidedly 
in favor of the latter. The added factors of risk 
in nephrotomy are as follows: immediate hemor- 
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rhage, often difficult of control ; secondary hem- 
orrhage, sometimes necessitating emergency ne- 
phrectomy at great risk; infection following 
incision of the infected kidney, often prolonged 
when suturing of the thick part of the kidney 1s 
necessary for the control of hemorrhage, and 
permanent impairment of function as a result of 
sclerosis of the renal tissue traversed by the 
nephrotomy incision. 

All of these factors render the procedure of 
nephrotomy one for guarded prognosis. On the 
other hand pyelotomy offers a means of inter- 
vention which is usually easy of accomplishment 
and not attended with the grave dangers attrib- 
uted to nephrotomy. . 

In the past pyelotomy has been deemed applic- 
able to eases of small or medium-sized stones in 
the pelvis of the kidney or small stones located 
in the ealices accessible through a pyelotomy 
incision. Yet stones of considerable size oceupy- 
ing the pelvis and having one or more branches 
into the ealices have been successfully removed 
by means of an enlarged pyelotomy without the 
grave dangers attending nephrotomy. The re- 
eent tendency toward conservatism in surgery 
of the kidney has led surgeons to undertake 
removal of stones by pyelotomy hitherto regard- 
ed as impossible of removal except by nephrot- 
omy or a combined operation. Extension of the 
field of pyelotomy is especially desirable in cases 
of bilateral caleuli for it is in this class of cases 
that emergency nephrectomy for hemorrhage 
following nephrotomy has so often left a patient 
in a precarious state as regards surgical inter- 
vention for the stones in the only remaining 
kidney. 

In so far as I am aware the first mention of a 
modified pyelotomy for removal of stones from 
the renal pelvis was by Howard Kelly! in 1911. 
Kelly described a method of transverse incision 
through the kidney parenchyma on its pos- 
terior aspect into the pelvis. Through the open- 
ing caleuli were easily removed from the pelvis 
or ecalices and the operation was not attended 
by the usual hazards of longitudinal nephrot- 
omy.  Sinee that time several surgeons have 
suggested and practiced division of the paren- 
echyma of the kidney at the hilus to enlarge a 
pyelotomy incision for the removal of large 
ealeuli. 


Marwedel? in 1920 suggested an extension of 
the ordinary pyelotomy and states that he pre- 
fers an approach to the pelvis anteriorly where 
if it is necessary to prolong the incision into the 
parenchyma, the danger of cutting the retro- 
pyelitie artery is less. 

Kelly® also advocated the extension of the 
ordinary pelvie incision in an oblique direction 
downward and outward, to avoid injury to these 
vessels. 

Marion‘ in 1922 published the report of a 
series of cases in which quite large caleuli were 
removed by an enlarged pyelotomy incision. In 


all of his cases the stones were situated partly in 
the pelvis and partly in the kidney. In one of 
his eases the caleulus was 8 cm. in length with 
renal branches measuring 7 cm. 

The technique employed by Marion is as fol- 
lows :—the kidney is exposed in the usual man- 
ner, the stone palpated, the classical oblique 
incision made in the pelvis and then prolonged 
into the renal parenchyma and guided onto the 
stone. The direction of the approach is previ- 
ously determined by the radiograph and then by 
the direction that has to be followed in going 
from the pyelitic portion to the renal portion. 
The incision of the kidney is prolonged as far 
as necessary in order to extract the stone with- 
out risk of tearing. In one case a Y incision 
was employed, the renal parenchyma being cut 
in two directions in order to take out the 
branches that projected from the pyelitie portion 
of the stone. During the course of the incision 
the retropyelitic artery is necessarily cut. In 
comment upon the section of the retropyelitic 
artery Marion says, ‘‘I have never seen any in- 
convenience from the division of this vessel and 
if there are harmful effects on certain portions 
of the renal parenchyma they have not been fol- 
lowed by any trouble. In any ease it is certain 
that the section of a single artery, as the retro- 
pyelitic, is preferable to the splitting. of the en- 
tire kidney and subsequent suturing, causing 
stasis in so many vascular areas, 

The incision of renal parenchyma by enlarged 
pyelotomy is attended by very little hemorrhage, 
in marked contrast to that which follows incision 
of the external border of the kidney. It is never 
necessary to employ provisional hemostasis as is 
indispensable: in the classical nephrotomy. 

After removal of the stone, and ligature of 
the two ends of the retropyelitic artery, catgut 
sutures were applied to close the opening in the 
kidney but not the incision of the pelvis and the 
pelvis was not drained. 

Convalescences in Marion’s cases compared 
favorably to convalescences following simple 
pyelotomy. 

Christian® in March, 1922, described a modi- 
fied pyelotomy. He exposed the kidney in the 
usual way and after removing the peripyelitic 
fat, drew out and exposed the posterior surface 
of the pelvis which he incised parallel to its axis 
over the stone, then extended the incision trans- 
versely, opening the inferior calyx. By means 
of this triangular incision a passageway into the 
pelvis was created large enough to admit two 
fingers. 

Eisendrath® was able to remove a branched 
caleulus 2.5 em. by 4.5 em. through an enlarged 
pyelotomy aided by two small nephrotomy in- 
cisions. He advocates ligature of the retropelvic 
artery and feels that this procedure renders en- 
larged pyelotomy as bloodless as simple pyelot- 
omy and endorses the view of Marion that it 
does no appreciable harm to the kidney. Eisen- 
drath also states that ligature of the retropyelitic 
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artery is not difficult if the overhanging paren- 
chvma is retracted to expose the vessel. 

The writer has recently operated three cases 
of large renal stones making use of a technique 
similar to that described by Christian but differ- 
ing in that Christian made an angular incision 
in the pelvis while the writer has used a curved 
one. In either case the extension of the incision 
is in the direction of the lower calyx. I have 
not divided the retropyelitic artery in any of 
these cases. The case r2ports are as follows: 

Case I. Mrs. C., age 56, was admitted to the hos- 


pital June 11, 1926, complaining of loss of weight, 
weakness, chills and fever, pain and soreness in the 


wound in contact with the incision in the pelvis and 
the wound closed about it. 

The temperature, which had been normal before 
operation, gradually rose to 102 and on the 3rd day 
there was a sharp rise to 104 after which it fell to 
101 by the fifth day and after the 7th day remained 
normal. During this time the patient was quite sick 
with nausea and weakness. There was some drain- 
age of urine through the wound for a few days but 
by the 10th day the wound was dry and the ureter 
catheter was withdrawn. Convalescence from that 
time on was rapid and the patient left the hospital 
on July 20, 1926, four weeks following operation. 

A letter from her physician September 8, 1926, 
stated that she had progressed nicely until the day 
before his letter was written, when she had an attack 
of right sided colic requiring morphia. The next 
day she passed a calculus the size of a navy bean. 
Nothing has been heard from her since. 


CasE II. Mr. W. S., a clerk, age 32, was first seen 
January 5, 1926. His principal complaint was pain 
in the right abdomen and the periodical passage of 
bloody urine. He had had an attack of colic two 
years before but did not pass a stone. There was no 
disturbance of urination. His urine was cloudy and 
showed on examination a trace of albumen, many 
pus cells and a few blood cells. 

The ureter catheter met an obstruction on the right 
side at the uretero-pelvic juncture which was passed 
and 45 c.c. residual urine was aspirated. 


No obstruction was encountered in the left ureter 
and X-rays were taken and right and left pyelo- 
grams made, each pelvis receiving 30 c.c. of the 
pyelographic medium (20% neo-silvol) without pain. 

The primary X-ray showed a stone in the right 
pelvis the size of a bean and in the left lower pole 


CASE I, Large branched calculus of right kidney, removed 


by pyelotomy. 
right loin and frequency of urination. The urine 
showed a heavy sediment of pus and a trace of albu- 
min. Urological examination disclosed a general 
cystitis, cloudy right urine, clear left urine, separate 
function of 7% for the right kidney and 12% for the 
left by phenolsulphonephthalein elimination for ten 
minutes. X-rays showed no evidences of calculi in 
left kidney or ureter but in the right kidney area a 
dense shadow of a calculus filling the pelvis and 
calices. 


Operation: On June 19, 1926, under gas anes- 
thesia the right kidney was delivered through an 
oblique loin incision and the pelvis exposed. The 
large calculus demonstrated by X-ray was palpated 
and a curved incision was made in the posterior 
surface of the pelvis, beginning a short distance 
above the ureter and well towards the inner border. 
The incision was carried upwards over the middle 
portion of the stone then curved outward and down- 
ward in the direction of the lower calyx. This 
allowed exposure of the stone by turning down the 
greater part of the posterior wall of the pelvis as a 
flap. The nipple-like tip of the stone was delivered 
first, then that portion occupying the lower calyx. 
The stone was still held by the prolongations into the 
middie and upper calices, but by careful manipula- 
tion it was extracted whole. It measured 6 cm. in 
length and 4% cm. in breadth. Its removal was 
followed by but very little hemorrhage. The cavity 
of the kidney was thoroughly irrigated with hot 
boracic acid solution, a ureter catheter passed down- 
ward to the bladder from above for drainage and the 
eo in the pelvis closed with interrupted catgut 

ures, 


A rubber tissue drain was placed deep in the 


a small calcified area. 

The pyelogram of the right showed a large and 
irregular pelvis and blunted calices. The ureter was 
dilated except at the uretero-pelvic juncture where 
it was narrowed. 

The left pyelogram showed slight dilatation of the 
pelvis, especially of the iower calyx and the calcifica- 
tion was partially obscured. 


CASE II. Branched calculus of left kidney, removed by pye- 
lotomy,. 


Diagnosis: Right hydronephrosis with stricture 
of the upper end of the ureter, bilateral calculi. Dila- 
tations of the right ureter and lavage of both pelves 
were given March 19th, April 20th, May 17th, and 
June 15th at which time a No. 12 bougie was passed 
to the right kidney. 

The patient was not seen again until September 


17th. During the interval he had been ill with infiu- 
enza and had one attack of renal colic. 
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X-rays now showed stones in both pelves with 
prolongations into the lower calyx of each kidney. 

The patient was admitted to the hospital Septem- 
ber 30, 1926, for operation. Phenolsulphonephthalein 
test showed a total output of 61% for 2 hours. The 
non-protein nitrogen was 45 mg. Blood count; 
R.B.C. 5,100,000; W.B.C. 9600; Hb. 65%. 

On October 5, 1926, under gas anesthesia the right 
kidney was exposed through a loin incision but could 
not be drawn out of the wound. A curved incision 
was made in the posterior layer of the pelvis and 
extended in the direction of the lower calyx similar 
to that described in Case I but more angular because 
of the small size of the pelvis. 

The stone, which filled the pelvis and the lower 
calyx, was extracted whole. 

The pelvic portion measured 
branch in the lower calyx 3 cm. 

After irrigating the pelvis the edges of the pelvic 
incision were approximated with two catgut sutures 
and the wound closed about a drain inserted down to 
the kidney pelvis. 

The temperature gradually rose to 103 on the sec- 
ond day but receded to normal by the 5th day. 
Bloody drainage from the wound and in the urine 
continued for two days. The wound drain was re- 
moved on the third day. The patient left the hospital 
with his wound healed on the 20th day after opera- 
tion; expecting to return in a few weeks for removal 
of the stone in the left kidney. Shortly after return- 
ing home he had pain in the right side and fever. 
The wound opened and discharged urine. There 
were repeated attacks of colic and he passed at inter- 
vals five small stones. 

X-rays of the right kidney area showed two small 
stones, one in the kidney and the other in the ureter. 
The ureter was dilated at intervals of two weeks 
until size 14F. bougie was reached. These two stones 
were passed and the wound again healed. 

On February 3, 1927, X-rays showed no evidences 
of stone in the right kidney or ureter but the stone 
in the left kidney now fills the pelvis and two lower 
calices. Removal of this stone is contemplated for 
an early date. 


2%, cm. and the 


In the period of a year we have observed in 
this man a remarkably rapid formation of bilat- 
eral kidney stones, notwithstanding the patient 
has been under close observation and regulation 
as to habits, diet, medication, ete. 

It is in this type of cases, it seems to me, that 
conservatism in surgery of the kidney is of the 
utmost importance. Or perhaps this case is one 
of those in which renal infection and recurrent 
stone formation cannot be conquered. 

Hunner’s dictum that renal calculi are sec- 
ondary to ureteral stricture finds support in the 
condition of this man’s right kidney, but it ean- 
not be said to apply for the left where stone 
formation is equaily rapid. 


Case III. Mr. F. M., student, age 25, was first 
seen December 22, 1926, complaining of pain in the 
left loin of three months’ duration. One attack of 
hematuria occurred last July following unusual exer- 
tion. Urological examination was as follows: 

Urine cloudy, albumen a trace: pus cells and blood 
cells many. Stains for tubercle bacilli were negative. 
P.S.P. test 72% for two hours. Blood count; R.B.C. 
5,830,000; W.B.C. 7,400; Hb. 85%. 

X-rays showed a calculus filling the left renal 
pelvis with branches extending into the superior and 
inferior calices. 


Operation: On February 1, 1927, under gas anes- 
thesia, the left kidney was exposed and delivered 


through a loin incision. The pelvis was found to be 
extremely small. A curved incision was made over 
the pelvic portion of the stone and extended in the 
direction of the lower calyx. Through this opening 
a good exposure of the middle portion of the stone 
was obtained but not sufficient for its removal. The 
upper projection was deliberately broken off. This 


CASE Ill. Branched caleulus of left kidney, removed by pye- 
lotomy. 
allowed easy removal of the portion occupying the 
pelvis and the lower calyx. The fragment left in the 
upper calyx was then removed with forceps. Upon 
examining the stone and comparing it with the X-ray 
plate it was apparent that another small stone still 
remained in the lower calyx not recently a part of 
the large stone as the end of that branch was faceted. 


Enlarged pyelotomy incision for removal of renal calculi. 


This second stone was felt by inserting a finger into 
the calyx and removed with forceps. 

No effort was made to close the opening in the 
pelvis, other than to approximate with a single cat- 
gut suture, the flap of fatty tissue turned back to 
expose the pelvis. 

A drain was placed alongside the pelvis and the 
wound closed about it. 

The urine which drained from the wound, and also 
the voided urine, was quite bloody for several days 
but there was little fever. 
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This patient is now sitting up and there has been 
no urinary discharge from the wound since the end 
of the first week after operation though some wound 
infection still exists. The urine, which continued to 
be cloudy for a while, is now almost clear. 


CONCLUSIONS 


It is evident that all stones are not amenable 
to this method. 

For the eoral-like stone, for the calculus ex- 
clusively renal, or the multiple disseminated 
stones in the substance of the kidney, it is evi- 
dent that this operation finds no indication. 

For the stones of the pelvis that are prolonged 
into the kidney, sometimes very far but always 
in the same direction, a single incision suffices 
to deliver them. 

Enlarged pyelotomy seems justifiable for those 
stones that have a coral-like appearance but do 
not penetrate into the kidney for more than a 
little depth. In these cases a single incision, 
eurved or angular, or a Y shaped incision, the 
branches of which injure the kidney very little, 
suffices for the extraction of the stones. 

Naturally to undertake the procedure it is 
necessary to have a radiograph that demontrates 
clearly the characteristics of the stone and which 
leaves no doubt as to its shape and its direction, 
but shows equally the absence of fragments sit- 
uated a little distance away or in totally differ- 
ent portions. 
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DISCUSSION 


I. GRANVILLE CRABTREE, M.D., F.A.C.S., Bos- 
ton: I have been very much pleased with Dr. 
Hamer’s presentation of the problem of the re- 
moval of the difficult stone. I think he has 
pointed out one thing we have to take advan- 
tage ot, and that is how that particular stone 
happens to lie in that particular kidney. Very 
often there is some bulge or thinning of the kid- 
ney substance which allows us to take advantage 
of this area in removal of the stone. 

During the past year I have had for removal 
several large stones. In some of those it was 
possible by severing the recurrent artery of the 
pelvis to extend the incision into the kidney sub- 
stance from the pelvis into the lower pole, open- 
ing up that pelvis widely. In the extrarenal pel- 
vis there is a wide exposure which gives one an 
opportunity to pull down stones that are caught 
m calices. It has one disadvantage, however, 
and that is that it throws the operation too near 
the renal vein which may be torn. I do not 
know how much it damages kidneys to cut the 
recurrent artery but I think it less of a damage 
than the older operation of wide incision of the 
kidney parenchyma. In the one instance in 


which the incision injured the vein the accident 
eame about from ihe vein folding over the edge 
of the pelvic incision though an attempt was 
made to protect the vein with the handle of the 
knife while the stone was being delivered. 


WiuuiaMm C. Quinsy, M.D., F.A.C.S., Boston : 
The Society is to be congratulated on this clear 
presentation, for the reason as Dr. Hamer said 
in the beginning of his paper, that the subject 
isn’t one to which any single routine operation 
is applicable. There is no one type of operation 
you can previously decide to do until you actual- 
ly reach the kidney bearing the stone. You may 
hope that you will find the stone fairly accessible, 
in a pelvis in large measure outside of the paren- 
chyma, and that you will have an easy time; but 
I myself have no experience which justifies me 
in making a preoperative prognosis as to how 
easy or how difficult the operation will be found 
to be. One may guess from the history, from 
the appearance of the stone, and from the shape 
of the pelvis when filled with pyelographic me- 
dium ; but it is only a guess, and one must surely 
be prepared, if one is to do the best type of renal 
surgery, to tackle these cases in which removal 
of the stone is very difficult. I have always 
said, I think with truth, that a nephrectomy is 
an admission of the inability on the part of the 
operator to cure the condition. It may be the 
only answer to the patient’s problem; it may be 
the proper answer; but we can only look on it 
to be like taking a man’s leg off because we can’t 
save it. It is destructive surgery and it is to 


be deplored. 


I think that the curved incision into the pelvis 
is very commendable. It is an effort to get a 
larger aecess to the calculus and to remove it 
without causing undue trauma, for in removing 
stones from the kidney T am convinced that one 
must have an adequate opening through which 
to remove the stone, so that fragments will not 
be unconsciously Jeft to serve as nuclei for sub- 
sequent stone formation. If possible, for the 
same reason, I always try to remove the stone 
without the use of forceps. 

Unfortunately there are some kidneys which 
have a pelvis so small that one can’t get a finger 
into it, and even with the best incision one can 
make, one’s work is done under cramped condi- 
tions. The very small undiversified renal pelvis 
may contain a stone tightly wedged into it, and 
under those circumstances this has to be deliv- 
ered with instruments. 

[ use a method of estimating and locating a 
stone in such pelves by palpating with great care 
in the renal sinus before making any incision at 
all. The sinus is that space outside of the pelvis 
between it and the renal parenchyma which con- 
tains the branches of the renal vessels. One can 
put the tip of the finger into the sinus and with 
delicate traction form a palpatory estimate of 
what one has to deal with and gain information 
of the exact size of the nelvis higher up. 
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Furthermore, I always operate on renal cal- 
culi without gloves. One needs the greatest 
delicacy of touch, and after the incision into the 
pelvis is made I believe one can te!l more about 
the conditions inside with a bare finger than 
when wearing a glove. 

Wherever possible, as Dr. Hamer has suggest- 
ed, an x-ray exposure of the kidney at the operat- 
ing table is of the greatest aid, either using the 
fluoroscope or the direct film. It gives one a 
gense of assurance and security—in short, it 
shows what you have to deal with, and if a stone 
fragment remains you learn just about where it 
is located. 

Now in regard to cutting the posterior branch 
of the renal artery—I think that this is to be 
deplored if one ean get sufficient exposure with- 
out doing so. Incisions in the pelvis such as Dr. 
Hamer described so clearly are very important, 
the curved incision or the Y incision. They give 
greater access to the inferior of the pelvis, but 
if they are of such extent that vou have to cut 
the retropelvic artery, you are cutting the artery 
at a point where it isn’t giving off many branches 
and you are destroying considerable renal paren- 
echyma—more than if you make an isolated stab 
wound out in the parenchyma of the kidney at a 
point after the vessels have branched. Therefore 
IT have always avoided cutting the retropelvic 
artery if possible. It is as important on the 
posterior side of the pelvis as the artery on the 
anterior side. Those who remember the injec- 
tions which were made by Dr. Belt and Dr. Joel- 
son will recall that it was shown by that piece 
of work that all these renal vessels are end 
arteries. They do anastomose, but the anastomo- 
sis doesn’t become operative soon enough after 
ligation to conserve the renal tissue. The paren- 
echyma dies before anastomoses have time to 
form. So from a funetional point of view the 
retropelvic artery is an end artery, and that 
black portion of the kidney shown in the dia- 
gram by Dr. Hamer wil! die. So it becomes a 
matter of surgical judgment whether the price 
is a fair price to ask the patient to pay for the 
removal of the stone. If the stone is of such 
nature that it can’t be dealt with without cutting 
the artery, I prefer to push the stone toward the 
periphery by the finger in the pelvis, pushing it 
to the cortex where an incision is made through 
which it is removed transcortically. I think one 
destroys less tissue in this way. I never split a 
kidney from end to end. T think that is a fool- 
hardy type of operation. Whatever one does, 
however, I am sure it is important, as I said 
earlier, to have an opening large enough in the 
beginning not to cause worry and to necessitate 
picking the stone out in fragments, being never 
quite sure that you have removed all of it. 

There is another point which concerns the 
mobilization of the kidney which is of impor- 
tance. If one makes a transverse incision 
through the loin in place of the oblique one, this 


transverse incision allows mobilization of the 
kidney on its pedicle with less traction than does 
the oblique one which is made in the line of the 
ureter. 


JouN W. Keers, M.D., F.A.C.S8., Providence : 
I have thoroughly enjoyed Dr. Hamer’s very lu- 
cid presentation of the subject and I have been 
very much impressed with the improvement 
from the incision he has made and I also felt 
from the fact that he had broken the stone in 
some of the difficult ones the removal was a dis- 
tinct advantage. Many times in removing fibroic 
growths and lipomas if they are bisected and tri- 
sected, one can remove them with much greater 
ease. It seems one can do very much less trauma 
in the removal of the large stone in the kidney 
by dividing it into portions than by attempting 
to remove it all in one piece. There is always a 
temptation for a surgeon to remove a stone 
whole, but I don’t feel as Dr. Quinby does, that 
you will have trouble with the fragments. I 
feel that you could wash out all the debris that 
is there at the time, and the lack of trauma to 
the kidney by the breaking up of a stone to my 
mind would be a distinct advantage. 

I thoroughly enjoyed Dr. Hamer’s paper and 
wish to congratulate him. 


A. T. Jones, M.D., F.A.C.S., Providence: | 
am sure I have nothing I can add to the diseus- 
sion. I have enjoyed the paper very much in- 
deed. It is a splendid presentation of the sub- 
ject. 


J. DELLINGER Barney, M.D., F.A.C.S., Bos- 
ton: I would like to add a word about the break- 
ing of the stones. In two or three cases of large 
stones, I thought that the simplest way would be 
to crack it into several fragments which I did 
with a heavy clamp. In these cases I didn’t make 
an incision similar to Dr. Hamer’s but I cracked 
the stone into several pieces and got out all the 
fragments as far as I could. But in two of them 
after careful search there were fragments left 
in the kidney. That method may be advan- 
tageous as far as avoiding destruction of the 
kidney is concerned, but I feel it is very easy 
to miss fragments of stones. Many of them get 
covered with fibrin and don’t give a grating sen- 
sation to an instrument, and there is no way I 
know by which they can be detected. They may 
be missed in the fluoroscopic examination and 
by the X-ray. So while I think you may inad- 
vertently crack a stone and get it out, I think 
deliberate cracking is risky. 


Rocer C. Graves, M.D., Boston: I think the 
subject has been conzisely covered by Dr. 
Hamer’s excellent paper and by the discussion. 
Personally I am inclined to Dr. Quinby’s point 
of view with regard to the routine severance of 
the retropelvic artery. According to all of the 
evidence, the renal arteries are end arteries and 
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an ischemic necrosis must result in a given area 
when the vessel supplying that area is divided. 
To be sure the retropelvic artery constitutes a 
very small part of the renal circulation, but 
there is no point in sacrificing its portion of the 
kidney parenchyma if such sacrifice can be 
reasonably avoided. 


Homer G. Hamer, M.D., F.A.C.S., Indian- 
apolis (closing): I wish to thank the gentlemen 
for their generous discussion. I have no point 
to odd other than to say that IT haven’t deliber- 


ately cut the retropyelitic artery. I somehow 
have the feeling expressed by Dr. Quinby and 
Dr. Graves that it is a mistake to do it if it ean 
be avoided. If it can’t, there isn’t so much 
harm to come from that as from bisection of 
the kidney longitudinally. 


All this goes back to Kelly’s suggestion in 1911 
that the ordinary pyelotomy incision may be 
extended into the lower calyx without danger of 
dividing any very important part of the retro- 
pelvie circulation. 


ORIGINAL ARTICLES 


THE TRANSVERSE CERVICAL INCISION IN THE LOW 
CESAREAN SECTION 


BY LOUIS E. PHANEUF, M.D., F.A.C.S. 


Av the present time the low or cervical cesar- 
ean section is receiving favorable consideration 
in many foreign as well as in many American 
clinics. Not only is the range of applicability 
greater than that of the classical hysterotomy, 
but the convalescence is better and the infre- 
quency of post-operative complications is note- 
worthy. It has been claimed that better healing 
results from an incision in the non-contractile 
cervix than in the contractile body of the uterus. 
Confirmation of this claim is found in the low 
percentage of rupture in the cicatrix, and in the 
fact that when weakness or rupture does occur 
it is in the upper part of the scar where the 
incision had been prolonged upward unduly in 
the musculature. 

Wetterwald?, in a critical analysis of 3600 low 
or cervical cesarean sections, collected in the lit- 
erature, found rupture of the cicatrix in ten 
cases (or 0.28 per cent.). 

It would seem that a transverse cervical in- 
cision, being wholly in the non-contractile tissue, 
if practicable, might reduce the percentage of 
rupture still further. 

Kerr and Hendry' reported one hundred and 
seven cases of cesarean section by a transverse 
incision in the lower uterine segment, with a 
maternal mortality of 4 per cent. The subse- 
quent labor in twenty-six of these cases was as 
follows: 

Second cesarean section of the lower uterine seg- 
ment type 
Second cesarean section of the classical 


Spontaneous delivery of a smaller child 
“Low forceps”... 1 


The authors deseribe and illustrate their tech- 
nique. They do not separate the bladder and 
anatomically make an isthmial rather than a 
cervical ineision. 

I have used a technique which is similar, but 
differs in three important points: 


Ist. The bladder is fully separated from the 


cervix down to the vagina and as far as 
possible laterally. 


2nd. The incision ts placed entirely in the cer- 
viz at a much lower level. 
3rd. The cervical incision is entirely retrovesi- 


cal or subperitoneal at the completion of 
the operation. 


TECHNIQUE OF THE LOW CESAREAN SECTION WITH 
THE TRANSVERSE CERVICAL INCISION 


First Step. Abdominal incision. The pa- 
tient is catheterized, anaesthetized and placed 


~ S== 


} 


FIGURE 1. Low cesarean section. ‘Transverse cervical in- 
cision. Median suprasymphyseal incision exposing the lower 
uterine segment. The visceral peritoneum is incised transversely 
where it is loosely attached slightly above the bladder reflection. 


in the Trendelenburg position. The abdomen is 
opened by a median incision about six inches 
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long, starting at the symphysis and ending near 
the umbilicus. The peritoneal cavity is entered 
between the bellies of the recti muscles. A 
Doyen retractor is introduced at the lower angle 
of the incision and the lower uterine segment 
is well walled off with a long strip of gauze. 
One cubic centimeter of an aseptic preparation 
of ergot is injected in the thigh muscles. 


Seconp Step. Cervical Incision. Delivery. 


The uterine peritoneum, where it is loosely at- 
tached above the bladder reflection, is incised 
transversely. An upper flap of peritoneum 1s 


FIGURE 2. Low cesarean section. ‘Transverse cervical in- 
@ision. A lower flap of peritoneum is separated with the blad- 
Ger which is held under the symphysis by a Doyen retractor. 
An upper flap of peritoneum is raised and held by Allis forceps. 
The lower segment is incised transversely with bandage scissors 
to protect the child’s head. The vertex is delivered by raising it 
with the left hand and making pressure on the fundus with the 
right hand. 
separated and a lower flap of peritoneum, to- 
gether with the bladder, is pushed downwards. 
The Doyen retractor is now placed over the 
bladder to protect it. The assistant makes 
traction upwards on the uterus to bring the 
lower segment near the surface. A small trans- 
verse Incision is made as low as possible in the 
cervix, in the median line; this is extended lat- 
erally with bandage scissors, curving the in- 
cision upwards, so that the concavity is towards 
the symphysis. This is done so as to give more 
room. The child is delivered by raising the 
head with the hand and making pressure on 
the fundus. Forceps are rarely necessary. If 
the breech presents, the infant is naturally ex- 
tracted by the feet. One cubic centimeter of 
pituitary extract is injected in the thigh muscles 
at this time. If the parturient has had no labor, 
or if the cervix is but slightly dilated at the 
time of delivery, the placenta and membranes 


are expressed through the incision. If, on the 
other hand, the cervix is fully dilated, the cord 
is dropped in the uterus, and the placenta is 


FIGURE 38. Low cesarean section. Transverse cervical in- 
cision. The cervical incision is sutured in two layers with 
continuous sutures of No. 2 chromic catgut. 


Transverse cervical in- 


Low cesarean section. 
The operation is completed by uniting the flaps of peri- 


FIGURE 4. 
cision. 
toneum, upper and lower, with a continuous suture of fine 
chromic catgut. The cervical incision is now entirely retro- 
vesical or subperitoneal. 


expressed through the vagina after the closure 
of the cervical incision and the union of the 


peritoneal flaps. There is very little hemor- 


rhage from the transverse incision. 
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Trp Step. Closure of cervical incision and 
suture of peritoneal flaps. 

The eervieal incision is closed in two layers 
with continuous sutures of No. 2 chromic catgut. 
The first layer takes in the endometrium and 
part of the muscle. ‘The second layer takes in 
the remainder of the myometrium and the fascia 
of the lower uterine segment and completely 
covers the first layer. The peritoneal edges are 
now united with a continuous suture of No. 0 
chromic catgut, thus making the transverse 
cervical incision entirely retrovesical. 


Fourtu Step. Closure of the abdominal wall. 

The gauze strip is now removed, the omen- 
tum is brought down, (intestines are practically 
never seen during this operation) and the ab- 
dominal wall is closed in layers in the usual 
way. 

i have performed twenty-five low cesarean 
sections by this technique. They are grouped 
in tabular form for the sake of convenience. 


TABLE I 
INDICATIONS 
Cephalopelvic disproportion 6 
1 


Cephalopelvic disproportion, previous multiple 
myomectomy 
Toxemia of pregnancy, ablatio placentae, uterine 
apoplexy 1 
Gravido-cardiac, d p tion 1 
High breech, large child, primipara ; 
3 


Central placenta previa 
Previous classical cesarean section 
Two previous cesarean sections, 


first classical, 


second cervical with longitudinal incision........... 1 
Previous cervical cesarean section with longitu- 
dinal incisi 8 
Two previous cervical cesarean sections with lon- 
gitudinal incision 2 
Total 25 
TABLE II 
NUMBER OF PREGNANCIES 
Para. I 7 
Para. II 10 
Para. III 4 
Para. IV 2 
Para. IX 1 
Para. X 1 
Total 25 


The ages of the mothers varied between 22 and 42 
years. 


= TABLE III 
LABOR 


10 hours 
11 hours 
12 hours 
14 hours 
20 hours .... 
24 hours 
48 hours 
64 hours .... 


Total ... 


The membranes were ruptured in seven of these 
Darturients: in one twenty-four hours, in another 


forty-eight hours, and in still another seventy-two 
hours. Two of them were half dilated and one of 
them fully dilated. Two of these patients had had 
one vaginal examination; in the first case it was 
made in her home, while in the second it was made 
in the hospital. 


Two cases deserve special mention, Case 23 
and Case 24. 


CasE 23. Mrs. M. O., a primigravida, 22 years old, 
started in labor at 10 P. M., July 7th, 1927. She 
was delivered at 2 P. M., July 10th, 1927. She 
was in labor sixty-four hours. When I saw her, sixty 
hours after labor, a rectal examination was made. 
It was found that the head was dipping in at the 
inlet but was high. The promontory of the sacrum 
was very prominent and the membranes were rup- 
tured. The external pelvic measurements were the 
following: In.S. 24 cm. In.C. 29 cm. In.T. 34 cm. 
Ext. Conj. 19.5 cm. R.O. 23 cm. L.O. 23 cm. The 
uterus was generally contracted. There was a thick 
contraction ring around the child’s neck. The fetal 
heart was regular and of fair quality. Had I seen 
the patient earlier in labor my impression is that 
I would have done a cesarean section because of dis- 
proportion. On account of the fact that she had been 
in labor so long, and since the cervix was fully 
dilated, I felt that forceps should be tried. With 
that end in view the patient was etherized, and a 
right episiotomy was performed. The vertex, which 
was presenting in R.O.P., was rotated manually to 
an R.O.T. Tarnier forceps were applied to the R.O.T. 
and the vertex was then rotated to an R.O.A. with 
the forceps. The application was good as the blades 
were applied directly over the ears. With good 
hard traction it was impossible to move the head. 
The forceps were removed and the episiotomy wound 
repaired with interrupted sutures of No. 2 chromic 
catgut and silk-worm gut. Version was out of the 
question as even deep anesthesia did not relax the 
contraction ring around the child’s neck and it was 
impossible to push the head in the fundus through 
that ring in order to permit the turning of the 
child. At this time the fetal heart was still per- 
ceptible, although the quality was not as good as 
it had been previous to the attempt at forceps. The 
patient’s abdomen was prepared and she was taken 
to the operating room where a low cervical cesarean 
section with transverse incision was performed. 

Under light ether anesthesia a median abdominal 
incision, starting at the symphysis and ending near 
the umbilicus, was made. The abdominal cavity was 
entered between the bellies of the recti muscles. 

The lower segment of the uterus was well walled 
off with a three-yard strip of gauze and with a one- 
yard strip on each side. A Doyen retractor was 
introduced at the lower angle of the incision and 
the peritoneum over the lower segment was incised 
transversely. An upper flap was dissected and a 
lower flap, together with the bladder, separated from 
the cervix. The bladder was held under the Doyen 
retractor. A very low transverse incision was made 
in the cervix. A female child, weighing 9 pounds, 
was extracted by the vertex, without any special 
difficulty. The child’s heart was beating feebly at 
birth, but the child never took the initial gasp. Ex- 
amination of the fetal head showed that the forceps 
had been perfectly applied over the ears and that 
the baby was not marked. The end of the cord was 
dropped in the uterus. The cervical incision was 
closed in two layers with continuous sutures of No. 
2 chromic catgut. The first layer took in the mucosa 
and part of the myometrium, and the second layer 
the remainder of the muscle and the fascia which 
covers the lower segment, and buried the first line 
of sutures. The peritoneal flaps were united, thus 
making the cervical incision entirely retrovesical. 
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Without disturbing the gauze packs the placenta was 
expressed by pressure on the fundus into the vagina. 
The packs were removed and the omentum came 
down with them. The intestines were not seen at 
any time during the operation. The abdomen was 
closed in layers. The placenta was found partly 
extruded through the vulva. The placenta and mem- 
branes were then removed; the placenta was found 
to be intact and the membranes complete. The pa- 
tient was moderately shocked; her pulse was about 
130, but of good quality at the end of operation, 
and her color was excellent. 

The convalescence was very satisfactory. The tem- 
perature rose to 101°F. on the first day, to 99.8°F. 
on the second day, and from then on it was always 
below 99°F. The pulse was 118 on the second day 
after delivery; otherwise it was always below 90. 
The respirations varied between 20 and 24. The 
sutures were removed on the eighth day, the patient 
was allowed out of bed on the tenth day and was 
discharged well on the thirteenth post-operative day. 


Case 24. Mrs. J. C., a secundigravida, 20 years 
of age, had had a classical cesarean section at the 
eighth month of her first pregnancy, in a suburban 
hospital, for toxemia of pregnancy of the convulsive 
type. The infant had lived three hours. Nothing 
unusual had been noted during her convalescence 
She received excellent prenatal care during this, her 
second pregnancy, which was free from complica- 
tions, and had reached term upon her admission to 
the hospital. She was delivered of a female child, 
by a low cesarean section using the transverse cervi- 
cal incision, before the onset of labor. The uterus 
was then brought out through the abdominal incision 
to explore the previous corporeal scar. The surface 
of the uterus appeared smooth, but it was discovered 
that the uterine muscle in this region had completely 
separated and that the scar consisted only of the 
serosa. It would have taken but little labor for 
rupture to occur. The serosa was incised the whole 
length of the previous scar, the edges of the muscle 
were freshened and the incision was closed in three 
layers with chromic catgut. Both the mother and 
baby made excellent recoveries. 


MORBIDITY 


Complications were noted in three women. 
The first had acute dilatation of the stomach, on 
the table; gastric lavage was practiced with a 
good result; during the puerperium she de- 
veloped thrombophlebitis of the veins of the 
left pelvis and of left leg; she remained in the 
hospital sixty-seven days, after which time she 
was discharged well. This patient had had a 
second cervical cesarean section at the time of 
election, without labor, and without vaginal ex- 
aminations. 


The second, a gravido-cardiae admitted in a 
state of decompensation, had a low cesarean sec- 
tion under morphine-scopolamin-local infiltra- 
tion anesthesia. The day after operation she 
had acute dilatation of the stomach necessitating 
gastric lavage; otherwise her puerperium was 
uneventful and she was discharged well. 

The third came to the hospital, after twelve 
hours of labor, for her second cervical cesarean 
section. She had a severe acute rhinitis and 
bronchitis. Her operation was performed un- 
der spinal anesthesia. Her convalescence was 
complicated by a septic abdominal incision, the 
infection, however, not reaching deeper than the 
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Her incision was healed at the 
time of her discharge. 

In one patient an umbilical hernia, the con- 
tents of which were omentum, existed at the 
time the cesarean was done. A herniotomy was 
performed in addition to the delivery. 

Spinal anesthesia was used in three women 
who had acute respiratory tract infections, and 
local anesthesia in another, a gravido-cardiac 
with decompensation. The other patients in 
the series were operated upon under ether 
anesthesia. 


MORTALITY 


One mother in the twenty-five died, a mater- 
nal mortality of 4 per cent. 


This patient, a secundigravida, 28 years old, was 
seen at the prenatal clinic every two weeks during 
her pregnancy, which had reached seven and a half 
months. Her first pregnancy had ended in a mis- 
carriage. Nothing abnormal had been noted during 
the present pregnancy up to four days previous to 
her admission to the hospital. At that time her 
systolic blood-pressure was 140 and her urine showed 
a slight trace of albumin. A meat-free diet, saline 
catharsis, and rest were prescribed and she was told 
to report in a week. When admitted, four days 
later, she was in tremendous shock, her uterus was 
ligneous in consistency, she was bleeding slightly 
from the vagina, her systolic blood pressure was 200 
and her urine, obtained by catheter, boiled solid. 
It was learned from her relatives that she had eaten 
meat freely and had not rested since her visit to 
the clinic. She was not in labor and her cervix 
was long and rigid. She was taken to the operating 
room as soon as she could be prepared. A typical 
cervical cesarean section, using the transverse in- 
cision, was performed. The uterus was purplish in 
color but the lower segment was not involved in 
the apoplectic process. The placenta was completely 
separated and the uterus contained a large quantity 
of blood clot. A male stillborn fetus was extracted 
with the placenta and membranes and the incision 
was quickly closed. The removal of the uterus was 
not considered as, on the one hand, it contracted 
well, and, on the other hand, the patient was in 
no condition to stand the added shock of a hyste- 
rectomy. She never came out of her shock and died 
nine and a half hours after operation. 


Two infants were still-born, a fetal mortality 
of 8 per cent. The twenty-three children born 
alive all survived. One of the stillbirths oc- 
curred in the case of complete separation of the 
placenta, and the other was the child of the 
patient who had been in labor sixty-four hours. 


SUMMARY 


I. In weak or ruptured sears following low 
longitudinal cesarean section, the weak 
point is usually in the contractile part of 
the uterus and the non-contractile part 
is well healed. 

A transverse incision permits placing the 

sear entirely in the cervix, the non-con- 

tractile tissue. 

III. The transverse incision (if 
may be expected to bring down the slight 
incidence (0.28%) of ruptured scars fol- 
lowing the low cesarean section. 
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IV. The transverse incision 

(a) has been found practicable ; 

(b) is accompanied by little bleeding; 

(ce) gives plenty of room, if curved with 
the concavity towards the symphy- 
sis pubis; and, 

(d) can be employed in some patients 
who have passed the stage where a 
classical cesarean section would be 
considered safe. 
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(Continued from page 782) 


XIV. 
Ethics: Responsibility, Conscience. 


This brings us to the ethics of surgery where 
we enter at once into the domain of conscience, 
and where the question of responsibility prompt- 
ly asserts itself. Here, the Surgeon comes face 
to face with situations and circumstances which 
rarely subject the souls of men to more trying 
ordeals. ‘‘Every day,’’—let me now repeat the 
appealing words of Faure,—‘Every day, the 
surgeon is confronted with all sorts of responsi- 
bilities ; every day by his counsel, by a mere word 
or even a gesture, he may stand as an arbiter be- 
tween the life or death of one of his fellows, 
lives of men like himself, whose hopes hang sus- 
pended from his hands, only human hands ;— 
lives which are of immeasurable value to their 
families, their communities, to the nation; lives 
of infants who are on the threshold of life, and 
in whom are centered the hopes and the happi- 
ness Of their parents; of women, young women 
especially, who appeal most touchingly to our 
sensibilities, our affections; women, so many of 


them, who suffer and are disabled in the dis-. 


charge of their maternity, which is their high- 
est function,—a function that should be gentle, 
kind, and painless, since the giving of life should 
be rewarded by joy and happiness, and be im- 
mune from penalty, suffering or death; and yet, 
a function, which by a cruel irony of fate is on 
the contrary, so often the most painful and 
deadliest of human functions. ’’ 

Yes, the surgeon, if he would be worthy of 
the great role which he is ealled to play in the 
social body every day of his life, must be pos- 
sessed of a firm soul, not to weaken and break 
under the weight of these heaviest of responsi- 
bilities, 

The architect who swings a great stone noise- 
lessly and safely into its place, the captain on 
the bridge of a coast-nearing steamer, the loco- 
motive engineer who runs the express, the com- 
mander of a great ship, freighted with human 
lives, entering dangerous waters, or approach- 


ing an iceberg in a fog, or, as in war time, fear- 
ing the proximity of a submarine, or a contact 
with a submerged mine,—these are comparable 
examples of the alertness, the vigilance, the ever- 
present and wearying anxiety of the surgeon, 
watchful with the whole weight of the chances 
of life or death of the patient, as he lies before 
him on the operating table. How much can he 
stand? How long can he stand it? These ques- 
tions are ever present. ‘‘Is it safer to stop, or 
to go on?’’ are problems as familiar and as un- 
pleasant to the operator’s mind, as the decision 
whether he shall begin at all. ‘‘In the present 
feverish condition of operative surgery,’’ says 
Dr. Cheever,—Dr. Bigelow’s eminent successor, 
—from whom I have largely quoted these admir- 
able lines, ‘‘it may be prudent to ask ourselves 
first ‘‘What is the object of the operation; how 
shall we regulate our conduct in unforeseen 
contingencies?’’ ... In dealing with the life 
and death of a human being, what operator of 
capability could put aside the saying of the Ro- 
man philosopher, which liberally translated 
means, ‘‘I am a man. How can anything that 
relates to the life of a human being be indiffer- 
ent to me?’’ 

An educated layman once said to Dr. Cheever, 
‘‘Tf you undertake an operation and do your 
part and anything goes wrong, should you feel 
any more responsibility than the carpenter who 
does his job and has no more anxiety about it?*’ 
That this cannot be the enviable state of mind 
of the educated surgeon needs no proof to one 
who has been called to exchange the calm and 
irresponsible role of the spectator, or of the 
assistant, for the responsibilities and anxieties 
of the operator, in the course of a capital opera- 
tion. ‘‘Would that this callousness did more 
generally prevail,’’ is often the wish of the over- 
worked and too sensitive surgeon. ‘‘Bad for 
humanity, but good for us,—would be the ver- 
dict of all our brethren.’’ (Cheever.) This false 
estimate of the surgeon’s indifference may be 
general, but it is, we know, never true. 

Of course, a surgeon must worry about his 
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patients. Every conscientious man must do so. 
‘*A man who doesn’t worry at all doesn’t care 
a whole lot’’, and who would not agree with Da 
Costa when he adds? ‘‘T shouldn’t want a man 
who didn’t care a whole lot, operating upon me 
or mine.’’ Perhaps, as he says, ‘‘worry is a de- 
vice of nature to make us try to do our best. If 
we knew we shouldn’t worry we might be tempt- 
ed at times to be careless. If a surgeon analy- 
zes his worry he can get a line on the sort of 
man he is himself. If he worries because he 
feels he may be sued, may lose a bill, or may 
hurt his reputation, then with him the voice of 
conscience is the fear of being caught.’’ 


It has been thoughtlessly assumed that be- 
cause the modern Surgeon is surrounded by a 
corps of expert collaborators in the laboratory 
and in the operating room, that his responsibili- 
ties have lessened and are shared by the many 
associates who participate in his work. But 
this is an entirely erroneous assumption. The 
surgeon’s collaborators can only relieve him of 
many of the burdens and anxieties that he had 
to shoulder alone in the days when surgery had 
not become the complex science that it is now, 
and the organization of a surgical service had 
not been perfected as it is today. Their col- 
laboration only gives him comfort in his work 
and allows him to concentrate upon his own 
tasks with a greater sense of security in his diag- 
noses and in the greater safety of his patients. 
It is not the radiologist, the pathologist, the bio- 
chemist, the anaesthetist, his assistants, or his 
nurses, who are responsible for the safety 
of the patient. It is he, the commander-in-chief, 
he, alone, who is responsible for the safeguard- 
ing of the life that is entrusted to his care. All 
the others, like the officers and crew of a ship 
are merely responsible to him, as the Captain, 
for the faithful execution of his orders. The 
Surgeon may rest his trust and confidence in the 
expertness and efficiency of his collaborators and 
subordinates, but the ehief responsibility must 
always rest with him, and, being his, must be 
exercised with authority, not only during the 
operation, but also before, perhaps long before, 
and also after, perhaps long after, the opera- 
tion has been performed. 


The emotions and the responsibilities of the 
surgeon have been compared with those of great 
commanders who, in the exercise of their mili- 
tary duties, are called upon to stand as the 
arbiters of the life and death of their fellows. 
‘‘From the commander-in-chief of a great army 
who disposes of the lives of millions of men, to 
the lieutenant or the sergeant, who is also re- 
sponsible for the safety of the men under his 
command,—there is no telling what emotions 
must agitate the hearts of such men, who, fac- 
ing the uncertainty of battle that is to seal the 
fate of hundreds, nay thousands, doomed to cer- 
tain death.’’ (Faure.) Surely, we must grant 
that what we go through in facing our individ- 


ual responsibilities, cannot compare with these 
massive experiences in their gravity and magni- 
tude; but the responsibility of the commander 
and his emotional struggles, if he has any, are 
not renewed every day, as these moments of su- 
preme decision and command are relatively few, 
even in wars, in which the strife is incessant 
and prolonged, as in the great conflict that the 
world has so recently survived. 

There are, of course, commanders and com- 
manders, as there are surgeons and surgeons, 
whose conscience, is only troubled by the uncer- 
tainty of the success or the failure of their en- 
terprises. In speaking of the conscience of com- 
manders and great military conquerors, well 
may we explain, ‘‘Oh, shades of Atilla, Genghis 
Khan, of Alexander the Great, of Julius Caesar, 
of Charles V, of Charles XII, Frederick the 
Great, of Napoleon, of the Kaiser,—Ye, who 
slaughtered millions of your fellow creatures, 
merely to gratify your selfish ambitions and 
glorify your murderous deeds, where is your 
conscience? How complacently some of these 
great conquerors look upon the misery, desola- 
tion and death that they have wrought, is only 
too well told in history to need repetition. I am 
tempted, however, to use as an illustration, the 
words of Napoleon, who murmured with a 
kindly smile, as he gazed on the corpses piled 
up on the Field of Eylau: ‘‘Une nuit de Paris 
reparéra tout cela}?,’’ 

Unfortunately, Surgery, as all other profes- 
sions,—the law, and the ministry,—has its due 
proportion of moral defectives, who are born 
conscienceless, who may be intelligent, but soul- 
less; who gain entrance into the fold, as wolves 
disguised in lambs’ clothes. These are men who 
only dream of their sordid ambitions, either for 
lucre or to satisfy their craving for notoriety as 
great operators, and whose sleep is never dis- 
turbed by reproachful visions of funereal pro- 
cessions; whose failures only worry them be- 
eause of the effect they may have upon their 
reputation, their bank account, or their stat- 
istics. These men, not unlike the egotistic con- 
querors of History, are moral monstrosities, fit 
only to be exhibited in pathological museums. 
They have no place in the hierarchy of Surgery 
and are only mentioned to be condemned and 
repudiated as the nauseous excreta of a healthy 
body. 

No doubt, the frequent, almost incessant 
repetition of the profound emotions that the 
conscientious surgeon has to undergo, tend to 
dull the sharp edge of his sensibilities. We get 
used to everything, even to our own worst mis- 
fortunes, and it would be strange if the surgeon, 
human as the rest, did not become tolerant of 
the great spiritual upheavals that are contin- 
ually renewing themselves in his practice. But 
the habit of responsibility does not prevent that 
our lives, so often confronted by tragic realities. 


22Ch. Richet. L’'homme stupide; Paris. 1919. 
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and assailed by more poignant doubts, should be 
clouded by many cruel hours. 

Fortunately, these emotions are not all of the 
same intensity, but they all leave their impress 
upon the physical and mental make-up of the 
surgeon who loves his patients and his work. 
These daily anxieties and triumphs are the little 
drops that steadily falling hollow the rock, 
‘““Cavant lapidam non vi, sed saepe cadendo.’’ 
They are the ingredients that make up, the tine- 
ture which bleaches us and makes us premature- 
ly gray, if not bald and wrinkled. It has been 
well said, that the surgeon leaves his mark on 
the bodies of his patients, but they plough theirs 
in the furrows and wrinkles of his brow. 

The business man insistently reminds us that 
‘‘Time is money,’’ but the surgeon is reminded 
before he has gone over many milestones in his 
eareer, that ‘‘Time is life.’’ Life, his own life. 
which he gives away freely, prodigally, daily, 
hourly, with all that is best in him; a life that 
those who grudgingly pay his bills, and those 
who do not, and those who are the recipients 
and beneficiaries of his bounty,—usually fail to 
appreciate. And yet, the real, honest Surgeons, 
all love it. They love it because to all her true 
Knights, Surgery is beautiful, because it is 
great,—great in its enterprises, great in its re- 
sources, great in its achievements, and noble in 
its ends. If it has its tragic hours, its hours of 
bitterness and sorrow, it has also its superb and 
glorious hours, and the greatest joys. For what 
joy can be sweeter, or can compare with that of 
conquering disease, to triumph over Nature, and 
to be ‘‘even stronger than Death?”’ 


XV. 


Other Qualities: Prompt Decision; Quick Ac- 
tion; Dexterity; Firmness and Gentleness; 
The Golden Rule. 


But it does not suffice to have the courage of 
- Yresponsibility. There are a number of other 
qualities, seemingly opposed to each other, that 
the surgeon should possess to exercise his pro- 
fession in the fullness of its power and with all 
the necessary authority, and which, are rarely 
possessed by one and the same individual. 


Foremost among the qualities, that tradition 
and experience have attached to the skilful sur- 
geon, is manual dexterity, a quality in which 
mind and body are so inseparably mingled, that 
it must be regarded as a blending of the two. 
No one can deny that dexterity or adroitness 
in the use of the hand is a precious quality 
Which contributes in no small way to give a dis- 
tinctive character to the Surgeon’s personality 
and a special stamp to his work. It is only those 
who are not dexterous who are likely to de- 
preciate or sneer at dexterity. But the stan- 
dards by which we appraise the value of this 
quality have changed, so that dexterity, which 


was given a foremost place in the old pre-anaes- 
thetic Surgery, has been subordinated,—though 
highly praised in our day,—to accuracy and 
security**. Adroitness in the use of the hands 
not only goes with skill in expediting an opera- 
tion, but when combined with judgment, adds 
grace and finish to the manoeuvres of the Sur- 
geon. Dexterity is exhibited most obviously in 
the specialists who are in the habit of handling 
certain instruments which require long train- 
ing for their proper use. A mere glance at the 
way a man uses an opthalmoscope, a laryngo- 
scope, bronchoscope or a cystoscope, will instant- 
ly tell the difference between the expert and the 
neophyte. In fact, to acquire skill in the use of 
these instruments is a specialty in itself'*. It 
is more often shown by the young, well-trained 
and agile assistanis on the staff of competent 
surgeons, in the smallest details of an opera- 
tion, as in the tying of a knot, of a ligature, in 
the clamping of an artery or in the use of 
needle and thread for suturing a wound. But 
dexterity in the vital work of the surgeon has 
been transformed from a bit of quick jugglery, 
that it was so often in the old days before anaes- 
thesia, into terms of accuracy, precision and 
security with which the modern surgeon attains 
his objective, and in the bloodless, painless and 
germless way in which he accomplishes his work. 
Dexterity interpreted in this way, as a deliber- 
ate but quick and accurate performance of a 
surgical act, can be acquired by the average 
well-educated surgeon, provided his nerves are 
under control and his hand and brain work in 
perfect harmony. Surely a surgeon should not 
approach an operation with shaking or crippled 
hands; they should be firm and steady ; but even 
the firmest and steadiest hand is of no use when 
the brain shakes. Better, a thousand times, a 
trembling hand than a trembling brain! Dex- 
terity, let us remember, is largely a native or 
inherited quality. In surgery, as in all the 
liberal arts, in painting, sculpture and music 
and in all the manual occupations, men are not 
born equal, and exhibit enormous individual 
variations in their ability to acquire it. In some 
well-balanced individuals, dexterity becomes, by 
frequent repetition, an automatic function of 
the sub-conscious mind and may attain prodig- 
ious degrees of perfection, such as we see in the 
great pianists, violinists, and other instrumental 
performers, and even in the lightning rapidity 
of some of our professional typists. Others, 
with quick, agile minds have awkward, clumsy, 
slow and incodrdinate hands; these are usually 
congenital defectives, who may be even brilliant 


13‘‘Fogmerly the surgeon was estimated for dexterity and 
quickness, now he is esteemed the Great Surgeon, who to judg- 
ment adds dexterity and to dexterity, patience.” D. W. Cheever, 
Lectures on Surgery and other papers, 2 Ed., Boston, 1898. 

44 Bigelow’s unsurpassed dexterity as an operator was perhaps 
never more brilliantly displayed than in his operation of litho- 
paxy for crushing and evacuating stones in the bladder in one 
sitting. His skill in the performance of this delicate and dif- 
ficult operation, with the ingenious instruments that he invent- 
ed, was, according to the testimony of his contemporaries, short 
of marvelous. 
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intellectually, but in whom the lines of com- 
munication between the brain and the fingers 
seem to be clogged or interrupted: such people 
should never attempt the practice of surgery or 
engage in its responsibilities. Others, again, 
with quick, agile and dexterous hands, are ut- 
terly incapable of conducting a complex difficult 
operation in dangerous anatomical regions to a 
safe termination. Again, in contrast, we find 
that some of the most eminent and skilful sur- 
geons who have hands, which, in repose appear 
inert, flabby, or even deformed and partially 
crippled'®, and yet, when called to action seem 
to be electrified by the flashes from the brain 
and are capable of marvelous execution. There 
are many men who, from early youth, have dis- 
played extraordinary manual dexterity in spe- 
cial directions; in the manual sports, in the arts, 
where they perform prodigies of technical skill, 
yet these most dexterous performers may fail 
utterly as surgical technicians. This only con- 
firms the fact that manual dexterity is not a 
common possession, and, more than this, that it 
is a specific quality of the individual which is 
dependent upon the fine adjustment and respon- 
siveness of the hand to a particular type of 
brain. 

The unison of hand and mind consists not 
merely in obedience of the hand to the mind, but 
in something more, ‘‘a mutual implication or 
generative conjugation of the two.’’ That ad- 
mirable scholar, the late Sir Clifford Allbutt, 
beautifully expresses this subtle interaction of 
the craft of the hand with the creative power 
of the mind when he said: ‘‘The infinite deli- 
eacy of the educated senses is almost more in- 
credible than the compass of the imagination ; 
when they unite in creation, no shadow is too 
fleeting, no hue too exquisite, for their common 
engagement and mutual reinforcement. ‘‘The 
eraft of Verrochio becomes the magic of Leon- 
ardo da Vinci. Leonardo and Michael Angelo, 
in genius, perhaps the greatest craftsmen the 
world has seen, were as skilful to invent a water 
engine to anatomize a plant or to make a stone 
eutter’s saw, as to paint the lineaments of the 
soul, and to build the dome of St. Peter’s above 
the clouds of Christendom.’’ 

Without pretending to soar with genius to the 
heights of the Empyrean, which is given only to 
a chosen few, the surgeon, as an exponent of the 
greatest of the liberal arts,—the sculptor and 
moulder of ‘‘the human form divine,’’—needs 
to cultivate the subtle touch, the sentient finger 
and obedient hand, even more than the sculptor, 
the painter, the musician, or other interpreters 
of Art, in baser material. 


14°“It was surprising to an onlooker that he (Lister) could 
perform delicate manipulations with sure unerring certainty, 
for his hands were not the beautiful hands of his mother. They 
were square and thick and the fingers rather short. Such are 
often said to be clever hands. There is probably nothing in the 
popular belief, for it is the directing brain and nerves that 
count. Be that as it may, Lister’s hands served him well, not 
only in the Laboratory, but also in the performance of opera- 
tions,” 

(Godlee, “Life of Lord Lister.” Lond., 1924, p. 602). 


But even more, he needs the broad vision 
that is his only through the light of science, 


the cultivated imagination, the catholicity of ar- 


tistie taste and human sentiment, that give to 
his manual accomplishments the attributes and 
qualities that glorify the hand in the higher 
arts. To do all this, and to be all this, the Mas- 
ter Surgeon must be a man of mind, a man of 
thought, and a man who knows his province— 
the human body—as a whole and not only in 
one of its parts. 

_ It is this rare and happy combination of the 
inventive and creative mind that we see so well 
exemplified in the surgical artistry, the mechan- 
ical genius and the dexterity that according 
to the testimony of his contemporaries, Bigelow 
exhibited in his craftsmanship as well as in his 
intellectual make-up. 

What is more important than dexterity is 
that the Surgeon should be gifted with a cap- 
acity for clear and prompt decision and particu- 
larly in the course of a critical operation. Some 
surgeons have good judgment, but lack the 
capacity for quick and decisive action. In the 
course of a difficult operation, when an accident 
or something unexpected happens, it must be 
met without delay, and it is only by quick de- 
cision and prompt action that an operation can 
be brought to a successful issue or stopped in 
time to save life. The experienced Surgeon is 
usually a man of action. However suddenly the 
emergency arises, he is not: flustered or per- 
turbed. The real surgeon is never so cool and 
his judgment never so well-balanced and per- 
fect, as in some great emergency. It is the same 
completeness of self-control that gives him his 
rapidity of decision. All his powers of body 
and mind are at hand. They do not need to be 
summoned, sent for, or collected. They are 
ready at an instant’s notice to be applied in 
this direction or in that. The Surgeon, with 
a surgical mind, seems to jump to his conclu- 
sions with unfailing instinet, but this is far 
from his mental process. The alternatives pass 
through his mind like a flash and the long habit 
of rapid decision enables him to select the prop- 
er outlet for safety, on the instant. 

This capacity for quick and decisive action 
was one of Dr. Bigelow’s most notable character- 
istics, and is well illustrated by an episode which 
is related in his biography by Dr. Hodges. It 
was in June, 1867, when in the course of an 
operation in the lower jaw, the patient became 
suddenly asphyxiated by the entrance of a clot 
of blood in his trachea. Bigelow, quick as 
thought, ‘‘instantly opened the wind pipe with 
one stroke of his scalpel, passed an elastic cathe- 
ter beyond the point of obstruction and blowing 
through it expelled the clot by driving it up- 
wards. The operation then went on with the 
operator seemingly undisturbed.”’ 

But side by side with the firmness of mind 
that goes hand in hand with the courage of 
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responsibility, clear judgment, and quick action, 
the surgeon must be gentle, he must be kind, 
and patient. It was Celsus who, nineteen cen- 
turies ago, said that among other qualities, the 
Surgeon must be pitiless. Yes, pitiless, merci- 
less,—-in dealing with the disease, but pitiful and 
merciful in dealing with the patient. He may 
be nervous and worried before the operation, 
but onee it has begun and the Surgeon is en- 
gaged in his task, his one thought should be io 
do his work thoroughly, completely and as radi- 
eally as the nature of the disease may require’®. 
There is then no room for sentiment. It is only 
duty, stern duty, that commands his motives 
and his actions. The surgeon who, in action, al- 
lows his sympathies to govern his judgment, is 
as unfit for his task as the reckless surgical ad- 
venturer who plunges into a perilous operation 
without a clear idea of the difficulties that he is 
to encounter and trusts to his luck and to his 
technical skill to extricate him from the perils 
that he has himself created. 

Harshness, coarseness and brutality are al- 
ways detestable, but they are still worse when 
exhibited in the presence of the sick and distres- 
sed, who are weakened and tormented in spirit. 
Those who come to us for relief are patients. 
They suffer physically and spiritually as well, 
for whoever feels that his fate is likely to be de- 
cided by an operation has the right to feel some 
anguish in his mind. The evangelic precept, the 
Golden Rule, which commands that the Surgeon 
should treat his patients as he would be treated 
by them, should ever govern our thoughts and 
our actions. ‘‘Gentleness is one of the purest of 
human virtues, it has nowhere a better chance 
to display itself than in surgery, and the 
patients have the greater right to the surgeon’s 
comfort, the weaker and the more helpless they 
are.’’ (Faure.) 

Gentleness, compassion and tenderness, do not 
exelude firmness. Persuasiveness and authority 
may travel hand in hand. Neither are resolute- 
ness and an inflexible will incompatible with 
an inexhaustible patience and genuine sym- 
pathy*’. 


“The bravest are the tenderest, 
The loving are the daring.” 


“Lister gaid that a serious operation made him feel, as it 
made that intrepid surgeon Cheselden, “sick with anxiety”, but 
added that no such feeling interfered with his concentrating his 
attention on the operation when once it was begun. He pre- 
ferred silence and seldom spoke while he was operating, feeling. 
as he said, that to introduce an unskilled hand into such a piece 
of Divine mechanism as the human body, is a fearful responsi- 
bility. (Godlee: loc. cit.) 

About Cheselden: “Rapid and dexterous as he was in the 
practice of surgery, Cheselden was exquisitely nervous up to the 
very moment when he commenced to operate. Before operating 
he was sick with anxiety, and as the moment approached, was 
bale from fear. But the moment he commenced his work, all 
fear vanished, the hand was electrified with skill and the opera- 
perfect.” (B. M. Richardson, Asclepiad, Vol. III, p. 57, 


"Note in the following quotation that the humanity and the 
reverent attitude of Lister, and even his cleanliness, was antici- 
bated by Bullein, a 15th century surgeon, in advising his stu- 
dents as follows: “The Chirurgeon must first begin in youth 
with good learning and exercise in thys noble arte. He also 
bas be cleanly; nimble handed, sharpe sighted, pregnant witted, 
rave spirited, cleanly apparayled, pytiful hearted, but not 


XVI. 


Physical Qualifications: Health and Strength to 
Withstand the Strain of Surgicai Life. Age. 


_ Yes, the life of the Surgeon is toilsome, an- 
xlous and responsible. It is a life of strain and 
stress, and to endure its anxieties, vigils and 
exertions, the Surgeon must be possessed of 
certain physical qualities, without which the 
most intellectual and skilful operators would 
fail to stand the hardships of an arduous prac- 
tice. Physical strength and robust health are 
necessary, not merely because an athletic sur- 
geon can snap a thick and hard bone with one 
bite of a great rongeur, but because his physical 
make-up should harmonize with the exacting 
demands of his duties- and mental activities. 
During most of the hours of every day his fac- 
ulties are keyed up to a tense degree, almost to 
the breaking point, and physical tire goes hand 
in hand with mental exhaustion. The capacity 
to endure physical and mental exertion has been 
described as ‘‘surgical energy,’’ or the ‘‘energet- 
ies of surgery’’ (Dartigues), and is characteris- 
tie of all great operators, though, as in all things, 
there are notable exceptions; it is specially re- 
quired when complicated, laborious and hazard- 
ous operations tax the mind with the heavy bur- 
den of responsibility. The close confinement to 
the operating room, elevated temperature, which 
generally prevails in operating rooms, the per- 
meation of its atmosphere with anaesthetic va- 
pors, added to the tax imposed upon most pro- 
fessional or teaching surgeons and others, who 
are expected to instruct and entertain the spec- 
tators whilst operating,—or in the intervals,— 
all combine to make some of the surgeon’s mat- 
inées most exhausting performances. 

Berger, the eminent French Surgeon and 
authority on hernia, stricken to death by Apop- 
lexy in the midst of an operation; Kocher, one 
of the greatest surgeons of his day, who led a 
life of extreme activity, but, in his old age fall- 
ing exhausted by the operating table; the death 
of Péan, Bouilly and so many other eminent 
Surgeons here and elsewhere, who have fallen . 
like soldiers on the field of action, all attest to 
the intensity and strain of the mental processes 
upon the brain of the conscientious operator. 

‘‘The period for remunerative work in opera- 
tive surgery, is probably shorter and more beset 
with perils than in any other profession. The 
soldier and the sailor must stop at sixty-two 
years, but the Government supports them for 
the balance of their lives. The civil engineer, 
the mechanical engineer, the electrical engineer. 
the chemist, can keep on indefinitely. The medi- 


womanly affectionated to weep or trimble; neyther must he 
gieve place to the cry of hys soare patients, for soft chirur- 
geons make foul soakes. on the other syde he may not play the 
parte of a butcher to cut, rend or teare the body of mankinde. 
For it may be frayle, soare and weake, yet it is the pleasure 
of God to call it his Temple, hys instrument and dwelling place.” 
(Wm. Bullein, “Bulwark of Defense,” 1579, see Alfred J. 
Browne, Masterpieces of Surgery: Surg., Gyn., Obs., p. 392, XI, 
Feb., 1926.) 
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cal man can continue as a consultant as long 
as he can get about, and we have it on the auth- 
ority of Oliver Wendell Holmes, that some peo- 
ple, ‘‘like their Doctors mouldy like their 
cheese’’. When the clergyman grows more and 
more prosy, doctrinal or orthodox, he takes a 
colleague and proses on. When a lawyer is 
about fit to put on the shelf, he is put on the 
bench instead. But when the operating surgeon 
begins to fail, he has to stop. A man who is 
something more than a mere craftsman can per- 
haps continue as a pure consultant, but the pure 
operator is done, and is done for ever.’’ (Da- 
Costa. ) 


Age 

Again, there is age, the youth that all have 
enjoyed, and that all will lose and that will van- 
ish some day. ‘‘The surgeon must be young,’’ 
is the old Celsian tradition, but with Faure, let 
me add, ‘‘He must not be too young.’’ No 
doubt that while young he exhibits that vivacity 
in his gestures and that quickness of movement 
which contribute so largely to the fine discipline 
and teamwork of an operation. He will have 
the sacred fire, the qualities of boldness and 
even of temerity; his is then, the spirit of 
enterprise that makes for progress and dis- 
eovery, but he will not have the maturity of 
judgment that comes with long experience, that 
nothing can replace in moments of grave decis- 
ion. What must be asked of the surgeon is not 
that he should be young, but that he must not be 
old. ‘‘When old age appears at the turning of 
the road, when the sacred fire begins to flicker, 
and the hand to tremble, and the eye to blur, it 
is then time that the surgeon should think of 
rest. Let him then do as the tired wayfarer, 
after a long journey, resting by the wayside, 
look on and watch the passers-by who have fol- 
lowed him in the rugged but wondrous road 
that he, himself has trod. Then let him, like the 
ancient sage, end his last days under the com- 
forting shelter of shady trees and in the gentle 
embrace of Mother Nature, dream of the good 
that he may have done.’’ 


THE QUALITIES THAT MAKE THE GREAT SURGEON, 


These are the qualities, which when properly 
balanced, sum up the characteristics of a good 
surgeon, but even they do not suffice to make the 
great surgeon. To attain this eminent distine- 
tion something else is necessary. He must be 
original. He must be endowed with the spirit 
of invention; he must possess a faculty for in- 
vestigation, or that spontaneous inborn intui- 
tion, if you please, which leads a man to seek un- 
trodden paths and discover new truths, new 
methods, new procedures, or forge new and un- 
known weapons to battle with disease or stay the 
hand of death. 

His ideas, his teachings, his discoyeries will 
survive, and continue to flourish beyond the 


grave and long after he will have disappeared 
from the earth, as that of a benefactor of the 
race; but even after his works have become only 
a memory, and his inventions a relic or a mile- 
stone to mark the progress of the ages, his ex- 
ample will remain a tradition and a spiritual 
legacy to immortalize his fame. 


Here in Surgery as everywhere the superior 
men, supermen if you will, are rare, but when 
one appears in our profession, one who embodies 
all these creative faculties, we recognize him as 
a great surgeon. But such a title is not one 
that any one living can pretend to own. ‘‘It is 
only attached to the laurel wreath that is placed 
over the graves of the dead, with the immor- 
telles, that only posterity can weave into gar- 
lands,—for those who have not perished entire- 
ly and who have survived and live through 
their deeds.’? Such a man was Henry Jacob 
Bigelow. He was an inventor, a discoverer, a 
benefactor of his race. To him posterity has 
already accorded a conspicuous place in the 
pantheon of medical history, and inscribed his 
name on her records as that of a great surgeon, 
crowned with laurels and a wreath of immor- 
telles. 


Ladies and Gentlemen: 

We have met here tonight to commemorate 
the life and the services of a great man, a great 
surgeon, and a great citizen, and through all 
these qualifications a great public benefactor. 
I have dwelt sufficiently upon Dr. Bigelow’s 
extraordinary personality and his achievements 
to attest the enduring fame that has survived 
him, to the lustre that he shed upon American 
surgery, to the benefits that he conferred upon 
his people, and to the renown that he added to 
the great commonwealth which has given to the 
nation so many of her most illustrious sons. 
For the great privilege accorded me to join the 
distinguished fellows of the Boston Surgical 
Society in doing homage to the memory of so 
commanding and inspiring a figure in Ameri- 
can Surgery, I am deeply grateful and thank 
you, my dear friends and colleagues, from the 
deepest depths of my heart. 


A TRIBUTE TO Dr. WiLuIAM Sturais BIGELOW 


Ladies and Gentlemen: 

I cannot part with you tonight without ex- 
pressing a profound regret at the absence of 
Dr. William Sturgis Bigelow from this gather- 
ing, the distinguished son of a distinguished 
father, who has now passed ‘‘unburdened by 
the flesh’’ to realms beyond the reach of my 
voice or of my praise. It is through him and 
through his filial devotion that the Boston Sur- 
gical Society has been able to give a material 
and beautiful expression to the sentiments of 
admiration and pride which the surgeons of 
America have shared with him in gratitude for 
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the imperishable legacy that the genius of his 
father, an ideal surgeon and master craftsman, 
has left to posterity through his example and 
achievements. 

But it is not purely out of brotherly sym- 
pathy and in grateful recognition of his gener- 
ous aid in founding a permanent testimonial 
to the memory of his father that we honor the 
name of William Sturgis Bigelow, the son,— 
for he in his own right, and not by reflected 
light, has won his title of greatness in the hearts 
of his people and in the hierachy of medicine, 
as one of the intellectuals of our profession. 
The fourth in the line of an extraordinarily 
gifted succession, Dr. W. Sturgis Bigelow per- 
petuated the traditions of an illustrious medi- 
cal family which has left an indelible impress 
in the intellectual life and material progress of 
this great city,—a city renowned over the globe 
for its culture, its learning, and its glorious 
history; the fountain source of the purest of 
American ideals of justice, of knowledge, of 
freedom, and of humanity. 

Like so many countless others of our pro- 
fession who come here to seek knowledge and 
instruction in the work and example of the 
great masters who flourish so prodigally in this 
favored soil, I came here from the far South 
in the earliest vears of my professional youth, 
to drink the sparkling waters of knowledge that 
flow so copiously and inspiringly from the am- 
phitheatres, the lecture rooms, and the wards 
of your hospitals and medical colleges. While 
busy fulfilling the purposes of my medical pil- 
grimage I was irresistibly tempted to wander 
into other than A¢seulapian shrines by the treas- 
ures of art that are stored in your Museum of 
Fine Arts, a veritable temple of aesthetic 
culture. It was here that I first learned to asso- 
ciate the name of Bigelow with other arts than 
those purely surgical. For it was here that my 
eyes first feasted on the beauties of the Bigelow 
collection of oriental art that is admirably 
typified in the ancient and inimitable artistry 
and handieraft of the Japanese masters. 

But it is only recently, and, in fact, only since 
reading Dr. Shattuck’s masterly and touching 
tribute, that I have learned that it was he, Wil- 
liam Sturgis Bigelow,—the son of Henry Jacob, 
—the modest, retiring, mystic, but learned 
scholar, the philosopher, to whom the people ot 
Boston and all the lovers of the beautiful in the 
fine arts, are indebted for the priceless Japanese 
collection that had roused all my enthusiasm 
and wonder so many years ago. 

I have no right to speak of Dr. William Stur- 
gis Bigelow’s personality, his life work, or his 
accomplishments, since what I would have to 
say would be merely a repetition of a story with 
which you are familiar; it has been told, and 
only too recently, by one who knew the 4th 
Bigelow in the intimacy of a long friendship 
and who held one of the keys that opened the 


gates of that secluded and high-walled temple 
in which the heart of that shy and mystic schol- 
ar, philosopher, and generous philanthropist, 
William Sturgis Bigelow,—was enshrined. 

I can only close by echoing the sentiments so. 
admirably expressed by Dr. Shattuck, that the 
essence of W. Sturgis Bigelow’s nature and his | 


life-creed is summed up in the answer of the 
Japanese priest, who when asked what was the 
essence of Buddhism, replied: ‘‘In doing good 
to others,’’ and it was in carrying out this pre- 
cept that Bigelow the 4th, has won the ever-. 
lasting affection of his people and of all the 
lovers of the beautiful in the arts that he so 
assiduously and piously cultivated and so gen- 
erously promoted. 


REMARKS AFTER THE PRESENTATION OF THE 
MepAL: Dr. Maras 


Mr. President: Though I am a surgeon and 
a veteran, grown gray in the battles of sur- 
gery, and accustomed to many and stirring emo- 
tions I confess that I am embarrassed on this. 
oceasion to express the grateful sentiments that 
are evoked by the presentation of this precious . 
testimonial medal, which bears the image of the 
immortal Bigelow, and which henceforth and 
for all time, or at least as long as memory lasts,. 
is to be associated with this most impressive 
oecasion. To be associated even figuratively” 
with the name of so transcendent a personality 
as Henry Jacob Bigelow is a distinction that is. 
calculated to swell the heart of the worthiest of 
our guild with pride, and is certain to complete- 
ly upset the equilibrium of one who has no- 
exalted pretensions to such worthiness. Per-. 
sonally, I am the more sensitive to this extra-. 
ordinary distinction since it has been accom- 
panied by citations of merit, which I could 
searcely credit to myself, but for the fact that 
they are uttered by two such distinguished 
friends as Dr. Porter and Dr. Cushing, whose 
sincerity I cannot question, but whose benevo-. 
lence and praise have flavored this distinction 
with the sweetness of their partiality, and il- 
lumined with the glamor of their own great- 
ness. It is again an added distinction to have 
received this medat from the hands of a group: 
of men whom I honor and admire as the high- 
est exponents of the art and science of Surgery 
to which I have consecrated my life, and from. 
men whose regard and friendship I esteem as. 
one of the happiest and proudest privileges that: 
has come to me, or that could come to any man.. 
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A paper on ‘The Opportunity of the Dis- 
pensary,’’ was presented by Dr. Cyrus C, Stur- 
gis, Physician, Peter Bent Brigham Hospital, 
Boston. 


THE OPPORTUNITY OF THE 
DISPENSARY* 


BY CYRUS C. STURGIS, M.D. 


Iv is not difficult to state the functions of a 
dispensary, for this may be done by reiterating 
the well-known purposes of any institution 
which administers to sick persons; that is, the 
care of the sick; second, the teaching of medi- 
cine; and third, contributions to the advance- 
ment of medicine and surgery. It is universally 
acknowledged and emphasized that the primary 
purpose and by far the most important aim, 
which supersedes all others, is to provide in- 
telligent and thorough medical care to persons 
presenting themselves for examination. An im- 
portant fact which I do not believe is fully ap- 
preciated, is that the secondary functions of a 
dispensary, those of teaching and research, have 
a large part of their value in stimulating inter- 
est in the patient and concomitant problems, 
which ultimately means a better staff, more 
eareful examinations, more accurate diagnoses, 
better records, and more efficient and rational 
treatment than would otherwise obtain. ‘Teach- 
ing and research are the stimuli which inspire 
and sustain any medical worker when routine 
grows monotonous. 

It is my opinion, on considering the many 
difficulties under which dispensary workers 
labor, that they have done exceedingly well, 
vet I sineerely believe that some of the great- 
est Opportunities have remained untouched, al- 
though the day is not far distant when this 
field will undergo extensive development. On 
reflection, it is not diffieult to understand why 
the dispensary has failed to keep pace with 
the other departments of the hospital. The 
chief obstacle has been the almost universal at- 
titude that the wards eonstitute the all im- 
portant part of the hospital, and the dispensary 
is worthy of little notice except as a source of 
patients who are to be admitted for study or 
treatment. Another most important fact that 
has retarded progress is the personnel of dis- 
pensary workers. In some instances they are 
the youngest and, therefore, the most inexperi- 
enced members of the staff, who are attracted 
‘Oo the position only by the lure of advanee- 
ment to a position on the wards of the hospital. 
They regard their position as a temporary rather 


*From the Medical Clinic of the Peter Bent Brigham 
Hospital, Boston. 


than a permanent one and patiently await the 
time when their ‘‘apprentice days’’ are over. 
The point I wish to emphasize is that the prob- 
lems encountered in an Out-Patient Depart- 
ment with respect to diagnosis, treatment and 
general care of patients, often require more 
clinical acumen and judgment than the man- 
agement of patients in the hospital wards, and 
therefore it appears logical that the most ex- 
pert and experienced clinicians should be as- 
signed to this work. Out-Patient physicians 
are, furthermore, unduly burdened with routine 
duties, as they are usually obliged to ‘see all 
the patients who come for examination, whereas 
the number admitted to the wards of the hos- 
pital is limited. The situation concerning the 
wards of the hospital is very desirable as in- 
dicated by the satisfactory results, but the dis- 
proportionate small amount of time which is 
allotted to dispensary patients is amazing. Here 
the day is crowded with the constant press of 
patients and there is no time available for other 
than rather hurried routine work. As a result 
it receives but little support in interest, atten- 
tion or funds, and the uninspired staff performs 
its duties in a listless fashion. If this is all 
that is expected and desired, then dispensaries 
are functioning satisfactorily. The chief points 
which should be emphasized, however, are the 
neglected opportunities in this field and the 
great possibilities of development in many di- 
rections. 


OPPORTUNITIES FOR TEACHING 


In many instances, the location of dispen- 
saries affords no possibility for the development 
of this funetion, but many times the opportun- 
ity of teaching medical students, post-graduate 
workers, or nurses, is ignored merely through 
lack of interest. It is indeed very rare to ob- 
serve much enthusiasm for teaching in the dis- 
pensary, even in hospitals associated with the 
leading medical schools, as instruction in the 
clinical branches is centered about the hospital 
wards. On reflection, it appears to me that most 
medical schools fail to teach the important as- 
pects of medicine which are frequently en- 
countered in dispensary patients, such as minor 
ailments, the earliest manifestation of disease, 
and that large group of patients suffering from 
some form of functional disorders. In other 
words, we do not teach the type of medicine 
which consumes a very large part of a general 
practitioner’s time. A large proportion of pa- 
tients who are admitted to the wards of the hos- 
pital show the end picture of an advanced con- 
dition and in many of these the diagnosis is 
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easily recognized by an inexperienced Clinician. 
For example, it is interesting to note the ease 
with which a fourth year medical student will 
deduce the correct diagnosis from a short sum- 
mary of the history, physical examination and 
laboratory findings, in a patient with a well 
marked eondition. But had a student encoun- 
tered such a patient in the early stages of this 
disease, and been told to elicit a history and 
ascertain the abnormal physical findings, and 
following this, to arrive at a diagnosis or to 
plan a course of study which would assist in the 
diagnosis, then his inexperience would be ap- 
parent. It is this important type of training 
which the medical schools have failed to em- 
phasize, as dispensary teaching has not received 
the proper attention in this country. 


THE DISPENSARY TEACHING CLINIC 


Dispensary teaching might be conducted ae- 
cording to a variety of methods as follows: 

1. Teaching physical diagnosis to small 
groups of second or third year students. 

2, Study and eare of the patients by third 
or fourth year students who act in the same 
capacity as the clinical clerks on the medical 
wards. 

3. Offering elective courses in various 
diseases which are grouped in special sections 
of the dispensary, such as heart disease, neph- 
ritis, diabetes, thyroid diseases, and many 
others. 

4. The presentation of a one hour clinic, once 
a week throughout the year, to third or fourth 
year students, or both, using dispensary ma- 
terial exclusively. 


OPPORTUNITIES FOR RESEARCH IN DISPENSARY 
WORK 


| do not propose to state any specifie prob- 
lems which may be investigated in an Out- 
Patient Clinie but to indicate in a broad way 
that clinical research is always possible if an 
observer comes in contact with a sufficient num- 
ber of patients. So often large groups of pa- 
tients are under the care of one physician for 
long periods but no new useful information is 
derived from the contact, either on account of 
the physician’s lack of interest, insufficient 
time for the careful study of the patient, or 
— other reason which might easily be al- 
tered. 
_The dispensary, with its large number of pa- 
tients, offers great possibilities for the careful 
appraisal of various types of therapy as the 
ambulatory patient may return at intervals over 
a long period for observation while the ward 
patients, as a rule, ean only be observed for 
a relatively short time. Many times a new 


type of treatment is formulated and based upon 
studies made solely upon patients who are un- 
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der constant observation in the hospital. This 
may produce splendid results under these cir- 
cumstances, but fail completely in universal ap- 
plication because the procedure is too compli- 
eated for use in the patient’s home. Such treat- 
ment, therefore, is not of value to the practi- 
tioner because it is not given to them in a us- 
able form. Many times, a suitable revision and 
simplification might readily be accomplished by 
the application of the treatment to a series of 
dispensary patients, and released in a finished 
form for widespread use after the detection 
and elimination of its impractieabilities. An ex- 
cellent illustration of this particular point is 
the modern treatment of diabetes. The basic 
therapeutic principles of this disease were first 
originated and perfected from studies made 
upon patients who were under continuous ob- 
servation in hospitals. Following the success 
of this innovation there still remained the im- 
portant problem of how these new methods 
could be applied successfully to ambulatory pa- 
tients. It has only been by recourse to private 
practice and dispensary patients, that reliable 
methods dealing with this phase of treatment 
have been established on a sound basis. Problems 
of similar nature in the home e¢are of patients 
with heart disorders, tuberculosis, nephritis, 
pernicious anemia, and in facet almost any 
chronic disease, await the dispensary worker 
who is eager to add new and useful informa- 
tion to our store of medical knowledge. It is 
not always the most important thing to deter- 
mine the suecess of a given treatment in a 
ehronie disease while the patient remains in 
bed on a hospital ward; the essential informa- 
tion to learn is the efficacy of the treatment fol- 
lowing discharge from the hospital. For ex- 
ample, if a drug is discovered which lowers a 
high blood pressure, it is of a great deal more 
practical significance to learn if this effect is 
produced and sustained while the patient is 
ambulatory and leading at least a moderately 
active life than if it acts only while the patient 
is confined to bed. It is through the dispensary 
only that the hospital investigator is likely to 
determine useful information of this nature. 
In addition to determining the effect of new 
and rational therapy in chronic diseases, the 
dispensary can also contribute invaluable in- 
formation concerning the spontaneous course 
of the disease in those conditions which have 
no known treatment of value. A series of care- 
ful and prolonged observations in any chronic 
disease, over a space of years, would add a great 
deal to the rather inexact subject of prognosis. 
Such observations, with a few exceptions, can 
not be carried on elsewhere except the dispen- 
sary. It is not possible in hospital wards, as 
the patient’s residence there is only for rela- 
tively short periods, and while a patient may 
be admitted several times, at intervals of two 
or three years, this is the exception rather than 
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is impossible to learn accurately in many in- 
stances, what has transpired in the interim be- 
tween the admissions. In many dispensaries at 
present, an effort is made to follow the condi- 
tion of patients to determine the end result of 
treatment or the course of the disease, but often 
the attempt is too brief and unsystematic. This 
usually results in casual observations by a series 
of different physicians who have no special in- 
terest in the patient or the disease from which 
he is suffering, and consequently the requisite 
information is not accumulated. 

As in the appraisal of various types of treat- 
ment, likewise the dispensary affords a splendid 
field for the development and study of various 
types of new tests and aids in the diagnosis of 
disease. Although it has doubtless occurred, I 
cannot cite a specific instance in which a clin- 
jeal diagnostie test of importance has originated 
in work centering about a dispensary, although 
I do not know of a real reason why this could 
not be accomplished. It is entirely conceivable 
that the two most widely used methods for the 
study of the renal function, the phenolsul- 
phonephthalein test and the determination of 
the blood urea nitrogen, might have received, at 
least the clinical confirmation of their useful- 
ness in studies made on dispensary patients. 
‘The same is true of the Wassermann reaction. 
In similar studies the dispensary might easily 
contribute, in a very short time, extremely im- 
portant and reliable data which either confirm 
or disprove the value of some of the new diag- 
nostic measures which appear in the medical 
literature. To accomplish this requires only 
a reasonable knowledge of the current medical 
literature and the initiative to observe the re- 
liability of any new test on a sufficiently large 
number of patients. The possibilities of useful 
problems involving this type of investigation 
in the dispensary are countless. 

THE ORGANIZATION 


OF A DISPENSARY 


To organize a dispensary which will develop 
‘to the highest efficiency the care of patients, 
teaching and research will require a radical de- 
parture from the present-day policies which 
govern a majority of such institutions. In many 
instances, especially in small, isolated hospitals, 
it is impossible to alter the character of dis- 
pensary work other than to introduce changes 
which will permit the attending physicians to 
spend more time in studying and observing 
their patients. In dispensaries which are asso- 
ciated with the teaching hospitals, however, 
various innovations might be introduced which 
would result in a great improvement in many 
directions. 

To accomplish its greatest development the 
dispensary should be emancipated from its sub- 
servient position to the remainder of the hos- 
pital, although the work of the Indoor and Out- 


est correlation. The dispensary, however, 
should be considered an entity to itself, with 
a future entirely of its own, problems of a dif- 
ferent type to solve, employing somewhat dif- 
ferent methods in the management of patients, 
and teaching a different, and at present a some- 
what neglected, aspect of medicine. It is true 
that patients should be sent from the dispensary 
to the hospital wards and should be returned to 
the dispensary for observation following their 
discharge from the hospital, but as far as this 
relat’ onship is concerned there is an interde- 
pendence between the two activities of the hos- 
pital rather than an entire dependence of one 
upon the other. The separation of the dispen- 
sary from the wards of the hospital will never 
be accomplished, however, until it too, as the 
hospital wards, has a Physician-in-Chief and a 
Surgeon-in-Chief, with a comparable rank in 
the Medical School, and upon whom rests en- 
tirely the responsibility for the success or fail- 
ure of the venture. It is too much to expect 
the chiefs of various sections of the hospitals 
to devote as much time and enthusiasm to the 
Out-Patient Department as they do to the 
wards, for the latter in themselves, require their 
full time and energy. It follows that the eare 
of the sick, the teaching and research, have 
developed to a high level in the hospital proper 
while progress in the dispensary has been lesa 
apparent. 

To secure the proper type of chief for such 
a service in dispensary work it is necessary that 
he should be offered the same inducements 
which are commonly associated with correspond- 
ing positions in the hospital proper. He should 
be the sole responsible head for all of the aetivi- 
ties in his particular section of the dispensary, 
ineluding care of patients, teaching, and the 
direction of research. It should be his duty to 
select and recommend to the trustees all of the 
physicians in his department, and he should as- 
sume the responsibility for the character of 
their work. Such a physician in ehief should 
above all things have interest in elinical medi- 
cine, and at the same time a passion for teach- 
ing, and enthusiasm for research which is tem- 
pered with critical judgment. His duties 
could easily require his entire time and energy, 
for which he should be paid an adequate salarv 
from the hospital and medical school. In addi- 
tion, he should be furnished with suitable offices 
and equipment in the dispensary, with the per- 
mission to engage in a reasonable amount of 
consultation practice. If an undue advantage 
is taken of this last concession, then the proper 
man has not been selected for the position and 
a suitable successor should be chosen. 

The organization of work in a dispensary re- 
quires considerable discussion and I must con- 
cede that there is often an opportunity for an 
honest difference of opinion. In some instances, 
it is only possible to say that the present meth- 
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ods are unsuecessful, and although several dif- 
ferent plans may be proposed, the final answer 
ean only come from their actual trial. Al- 
though the organization of many dispensaries 
is complex, I believe that the subdivision into 
an almost countless number of departments each 
with a chief, is often unnecessary and leads to 
jess efficiency through the subdivision of re- 
sponsibility. To simplify the discussion of the 
problem, it is helpful to consider first the dis- 
pensary which has only two divisions, those 
of medicine and surgery. To the former sec- 
tion, all patients except those with obvious 
surgical lesions such as fractured bones or other 
traumatic conditions should first be referred. 
This is not because the surgeon is any the less 
skillful in the art of diagnosis, but because he 
has one large aspect of his profession, the op- 
erative one, which consumes a very large part 
of his time. Moreover, the surgeon would have 
an opportunity to exercise his diagnostic ability 
when called in eonsultation by the physician, 
to confirm or eliminate the impression that op- 
erative treatment is necessary. If possible, all 
patients who appear for treatment should first 
have a general examination before being re- 
ferred to consultants in the various specialized 
branches of medicine. In many instances this 
may be very brief as often it may be determined 
in a few minutes if the eondition from which 
the patient is suffering is entirely confined to 
the eye, ear, skin, nervous system or other parts 
of the body, which are treated in some special 
part of the dispensary. Other patients require 
a careful history and physical examination be- 
fore determining the diagnosis, and adequate 
time allowance should be made for this. 


THE DIAGNOSIS OF CONDITIONS REQUIRING MORE 
CAREFUL OR PROLONGED STUDY 


(ne great problem in dispensary work is 
the care of ambulatory patients who have com- 
plicated and obscure conditions which require 
more careful study than the present routine 
of most clinics permits. This problem is solved 
at present by the only plan which is available 
and that is referring the patient to the hospital 
for a period of observation which usuaily aver- 
ages about a week. Such a procedure is poor 
economy for both the patient and the hospital 
as the main reason why such an individual must 
be admitted is because the dispensary physician 
has neither the time nor equipment to make the 
proper studies. As a result the patient is con- 
fronted with the difficulties of being absent 
from home and work for a variable period, in 
addition to the expense incident to hospitaliza- 
tion which is often an unforeseen burden. For 
the hospital it means admitting to over-crowded 
; Wards, an ambulatory patient, who is suffering 
from a condition which should not require hos- 
pital care. Moreover, the admission of such a 


patient may exelude another in whom carefully 


supervised treatment in the hospital is life sav- 
ing. There are no unsurmountable reasons why 
most ambulatory patients cannot be studied in 
dispensaries with mutual and obvious advan- 
tages to both the hospital and the community. 

If it is agreed that the studies of this nature 
in certain patients are desirable, then the ques- 
tion may be asked, what are the present obstacles 
in most dispensaries that make such observa- 
tions impossible? The answer is that there are 
only two main ones, the lack of time and equip- 
ment. The former might easily be remedied by 
the institution of a unique feature in dispen- 
sary work, that of assigning two or three periods 
at which time an ‘hour, or more if necessary, 
may be devoted to any patient requiring special 
study. It would be possible to permit each 
worker in the general dispensary, a morning or 
afternoon at which time he could devote his 
entire energy to this work, assisted by the chief 
of the eclinie in eonsultation. This available 
time could be devoted to securing a more ecare- 
ful history, or making a more detailed physical 
examination. Furthermore, if the proper equip- 
ment were at hand, it would be possible to col- 
leet data which is derived from the more com- 
plicated procedures, such as_ electrocardiog- 
raphy, clinical colorimetry, lumbar puncture, 
gastrie-analysis, and other tests; in fact, almost 
any information could be obtained under these 
circumstances except continuous and prolonged 
first hand observations of the patient’s symp- 
toms and signs, and records of the temperature, 
pulse and respirations. At the conclusion of 
the observation period it is reasonable to sup- 
pose that the results would be as satisfactory in 
most instances as those following a residence in 
the hospital wards for a week or more. 

In conclusion, let me emphasize again that 
even a superficial examination of dispensary 
work, as it is conducted in this country at pres- 
ent, indicates that many opportunities are being 
neglected and the next ten years will see a 
great development in this field. 


Tune Cuatr: Dr. Wells, will you open the 
discussion of this very interesting paper ? 

Dr. Director Out-Patient Dept., 
Massachusetts General Hospital : 

This very excellent paper seems to have cov- 
ered the subject pretty thoroughly. The dis- 
pensary is ordinarily a part of a large hospital. 
It is not something that we generally find in 
small hospitals, with which perhaps many of 
my hearers are more acquainted. As I have 
seen the work of the dispensary over a number 
of years at the Massachusetts General it seems 
to me the most important thing we are doing; 
and the thing for which the dispensary exists 
is the treatment of patients. No one has any 
idea of the problem of the sick in the ecommun- 
ity. The dispensary gets a few of the ambula- 
tory sick. That proportion which comes to the 
Massachusetts General—about six or seven hun- 
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dred every day—represents only a part of the 
problem. Now the opportunity of the dispen- 
sary in any community is represented by their 
sick; and the real problem is to get hold of the 
sick who do not come, and to get them treated. 
I don’t know how it can be done; but it seems 
to me, in thinking over this problem of the op- 
portunity of the dispensary in connection with 
the arguments covered, to raise the question 
whether in some degree that problem of getting 
these unknown people in the community might 
not be answered by the small hospital. I have 
been very much interested in the past two or 
three years in several institutions in which my 
attention has been turned to small clinics in 
hospitals in small communities. I saw some In 
Vermont last summer, and I have seen some 
in various parts of Massachusetts and in New 
Hampshire, and I have wondered if in the out- 
patient clinic, or dispensary as we like to call 
it, attached to the small hospital, may not be 
found the answer to the problem of treating 
the sick in communities remote from large cen- 
tres. In the elinies I have in mind men were 
available for work part of the day in some 
specialty. In one instance a very successful 
eye, ear, nose and throat clinic was established 
some distance from any medical centre, with the 
result that in that hospital the interest of the 
whole hospital staff had been stimulated, and 
it was believed that within the next year other 
specialties would be represented in the clinies. 
The dispensary used to be thought of, as some 
one has said, as a poor place to do poor work 
for poor people. Now the modern dispensary 
need not be that. It is a place where good 
work can be done for poor people at small ex- 
pense. Recently there came to my office the 
report of a Des Moines health centre where they 
had kept statisties of the dollars and cents of 
value of the work their eclinies had done through 
the year. IL was interested in those statisties; 
| had never thought of keeping statistics in that 
way; but they had kept an accurate account of 
all services rendered to their patients. About 
16,000 patients had been treated in the clinies 
controlled by that centre. At the minimum 
rates charged in Des Moines this would eost 
something like $89,000. These services were se- 
cured for about $13,000. That seems to repre- 
sent what the clinic is able to do in the eom- 
munity. As I said, there is a vast field as yet 
untouched, which nobody knows anything 
about, and which, as I see it, represents the op- 
portunity of the dispensary in the community. 

Dr. Baker: As I understand this paper, it 
makes a plea for more scientific work in our 
dispensaries. I come from a small hospital 
where we have perhaps fifteen or sixteen various 
clinies in the out-patient department. It would 
seem to me that one way to develop better work 
would be to establish more pay clinics in con- 
Junction with the free clinics. I think that 
could be done, and it seems as though it would 


encourage the visiting men in those departments 
to do better work. In some instances I have 
known of that being done. It seems to me one 
step toward developing more scientific work in 
our big dispensaries. 

Dr. Ricuarpson: It has been my privilege 
to see a great many internes, and I have been 
impressed by the mis-education of a lot of them. 
The hospitals generally have arranged their 
service so that it terminates in a surgical ser- 
vice, and when a man gets through with his hos- 
pital training nothing appeals to him except 
gall-bladders or a gastroenterostomy or some 
major operation, and he goes out into the world 
with that in mind,—he is going to be a surgeon, 
and won’t look at anything smaller, and many 
men have gone out and done very disereditable 
work both to themselves and to the community. 
I think Dr. Sturgis’ paper is most interesting, 
because | feel that the out-patient department 
is a valuable part of the hospital from the edu- 
cational standpoint. In fact, I believe each 
interne should end his service in the out-patient 
department. In some places they work in the 
out-patient department before they begin their 
service, and they are of no use there to them- 
selves or to the department or to the patients. 
His final training should be in the out-patient 
department, and the last service every interne 
has should be medical; because it is ambulatory 
eases such as come to the out-patient depart- 
ment that are going to walk into his office, and 
he will have a better outlook if he has just come 
from the medical service in an out-patient de- 
partment. There are altogether too many as- 
piring surgeons. I think it would help a great 
deal in the education of physicians to build dis- 
pensaries as they should be built. 

Dr. Stureis: The only excuse for any in- 
stitution’s existence is to take care of sick peo- 
ple, and they can be better taken care of if 
clinicians are allowed to indulge in a little re- 
search, and if they are given ample time and 
equipment to study patients. It is my opinion 
that too many ambulatory patients come to hos- 
pitals for observation; it is expensive for the 
hospital and for the patient. Furthermore there 
is no reason why many of these patients cannot 
be studied thoroughly in the out-patient de- 
partment. Suppose they came back three or 
four times a week for an hour or so, that would 
be better than going into the hospital for a week. 
If they cannot pay, it is a losing proposition 
for the hospital. There is no reason why those 
cases, though complicated, cannot be studied 
in the out-patient department, and so save the 
hospitals’ money and the patients’ money. 

Meeting adjourned until 9:30 a. m. Friday, 
May 6. 


I’ripay, May 6, 1927, 9:30 a. m. 


Round Table Discussion, condueted by Dr. 
Joseph B. Howland, with special reference to 
problems of small hospitals. 
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The first question presented was: Should a 
hospital have 100% collections from its private 
patients? If not, what should be the natural 
shrinkage ? 

Mr. StacKPo.Le: I believe that approximate- 
ly 100% collections should be made from private 
patients, outside of exceptional cases. When 
private patients do not meet their obligations, 
| think the proper method is to present these 
accounts to a responsible member of the board 
of trustees, for such legal action as the board 
deems advisable, rather than to place them in 
the hands of a commercial collecting agency, 
whose efforts to collect the account often react 
to the detriment of the hospital. 

Mr. GARDINER: I have practically no trouble 
in getting collections from private patients; we 
lose practically nothing. We have some trouble 
in collecting from other patients; but we do 
not lose more than ten or fifteen per cent. 

Dr. Stone (Bangor, Eastern Maine General 
Hospital) : We lose probably less than ten per 
cent. on the bills of private patients. We have 
men who collect for us both from ward and pri- 
vate patients. 


Dr. Hownanp (Peter Bent Brigham Hospi- 
tal): We have patients recommended from all 
over the country, some very urgent cases, par- 
ticularly neurological-surgical cases, with rap- 
idly growing brain tumors endangering the eye- 
sight, in which, if anything is to be done, it 
must be done at once. We do not have time to 
look up the eredit of such eases. Occasionally 
we get, in this way, a large account which is un- 
collectible. If patients are admitted to the 
private ward, we do not hesitate to use all legal 
means to collect such bills. 

A Memeer: I know other institutions where 
bad cheeks have been given by people, who have 
afterwards gone from one address to another, 
and ecouldn’t be found. From the very nature 
of its work, I don’t think the hospital can ex- 
pect 100% in collections. They have no oppor- 
tunity to look people up to see if they are good 
risks. We have to do things in an emergency. 
The automobile accidents have presented an 
entirely new problem to small hospitals in the 
country. <A terrible aecident takes place; peo- 
ple with all the signs of wealth, driving a large, 
handsome ear, are brought to the hospital, and 
want the best accommodations, and get them; 
and then they go off without paying their bills. 
They seem to be a very irresponsible class. I 
think perhaps the best way to deal with these 
people is to demand payment in advance, and 
that payment be kept in advance. I have said 
to them: ‘‘Unless your bill is paid, and kept 
paid in advance, I shall move you into a public 
ward,’’ and then I make good that threat. If 
they understand that they ean’t stay in a pri- 
vate ward unless they pay, they are likely to 
pay. Of course, in some instances they are too 


sick to be moved. 


Mr. GARDINER: We have found that in the 
automobile accident cases it is usually two or 
three years before the hospital gets to them; 
no one is responsible for the bill. 

Mr. WuHItTcHER (New Bedford): We put all 
patients in the public ward unless they obli- 
gate themselves to pay the hospital bill. We 
don’t take into consideration the insurance com- 
pany. Unless they obligate themselves to pay 
the bill, they go into the public ward. 

Member: We found that people would obli- 
gate themselves by. word, under stress; but after 
a time they would go back on their promise; 
that is when we use the threat, if they don’t pay 
the bill. 

Dr. How.Lanp: Our custom used to be to take 
the friend’s word or the patient’s word, and 
record it on the admission slip. Then if the bill 
wasn’t paid, and the time came to put it in the 
hands of an attorney, it was a case of our word 
against the individual; they might say they 
didn’t agree to pay it, and we, that they did. 
We have changed that by having a little con- 
tract made out in two forms suggested by our 
attorney; one form is for the patient to sign, 
when he is able; and the other form is for the 
friend or relative to sign, agreeing to be respon- 
sible for all bills; they are made out in duplicate, 
and are signed and witnessed by the admitting 
officer. The original is given to the person who 
has committed himself to the payment of the 
bill. The duplicate is kept by us, and attached 
to the admission slip. We find that is a per- 
fectly good contract, and a very helpful re- 
minder to some one that he has signed his name 
to the contract. 

A Memper: Can you collect on a contract for 
a hospital bill? Is it a moral obligation, or 
compulsory ? 

Dr. How.Lanp: I am advised by counsel that 
our form is a good contract. It gives one some- 
thing to work on; at least the patient or relative 
ean’t say that they haven’t agreed to pay the 
charge. 


Dr. Howland then read the next question pre- 
sented as follows: ‘‘Is there any way of tell- 
ing how much ground a painter should cover 


in a day?’’ I suppose that means how much 
wall surface. Can any one answer that? 
A Memser: I might say that I handed in 


that question, and in using the word ‘‘ground”’ 
I refer to wall. In other words, we have paint- 
ers in our institution; and it is quite difficult 
to say whether they are working or not; I want 
to know whether they are painting or loafing. 

Dr. Baker (Union Hospital): Preparing 
and cleaning and filling cracks, and getting 
ready, takes about one and one-half days for 
an average-size private room. 

Dr. Hersey: I certainly couldn’t answer that 
question. I believe the tendency today seems 
to be to take as much time as possible to ac- 
complish anything. It is very unusual to find 
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an employee of this type who is interested in the same number of deaths, with 10 stillbirths, 


rushing. I find my painters employed con- 
stantly by the hospital are all the time telling 
me how much more work they do than the con- 
tract painters; and the contract painters tell 
me how much better and how much faster they 
do. I happened to go into a room where the 
painter was working yesterday ; when I went in 
he was sitting on the top of the ladder, looking 
as if he were just taking his brush off the ceil- 
ing. As it happened to be a white-washed ceil- 
ing, and he was painting the, walls, I couldn't 
see how it indicated that he was working. 


Dr. Hownanp: The next question is, ‘‘ Are 
post-mortems of importance in all hospitals ?”’ 
Dr. Brown of the Mary Fletcher Hospital. 

Dr. Brown: The reason | brought the sub- 
ject up in that way is that it has already been 
discussed by Dr. Christian as being important 
in connection with hospitals that have internes, 
—teaching hospitals. The question is, whether 
all hospitals consider it important to push the 
matter of securing post-mortems. 

Regardless of the size of hospitals, or of 
whether or not they are teaching hospitals, 
whether they are well equipped or poorly 
equipped, or whether they have a large or small 
staff, there is one thing that is of prime im- 
portance in all hospitals, and that is the patient. 
The patient, of course, is always the first con- 
sideration; and in order that the patient shall 
have the best possible care, you must have the 
best possible staff. The beginning of the study 
of medicine starts with the study of the human 
body,—anatomy. In order to continue the 
study of medicine, it is necessary to continue 
the study of the human body, and that can 
best be done by studying at the post-mortems, 
where the record of the disease is written in 
such a way that those who are trained can 
read and interpret. In the address given by 
Dr. Christian in Chicago, in February, 1926, 
he made a report showing the percentage of 
post mortems in various institutions, ranging 
from 86% at the Mayo Foundation to 5/10 of 
one per cent, at the Carney Hospital, showing 
that institutions do not equally value the post- 
mortems. At any rate, it would seem as if they 
did not. Of course, the Mayo Foundation is 
essentially a teaching, as well as a treating, in- 
stitution. That is probably one reason why 
they have so high an average of post-mortems. 

What may be accomplished in the way of se- 
curing post-mortems, [| discovered by a little ex- 
amination of what we had done in our institu- 
tion, where in 1924, with a total of 99 deaths and 
9 stillbirths, we had 19 post-mortems, 11 of 
which were on medical cases; 46 medical deaths 
and 11 medical post-mortems ; 30 surgical deaths 
and 7 post-mortems and 1 obstetrical post- 
mortem; making the number of post-mortems 
Just under 20%. It was rather a_ peculiar 
coincidence that the next year we had exactly 


and exactly the same of post-mortems, 19; still 
just under 20%. In 1926 we started in to make 
sort of a drive on post-mortems. I tried to in- 
terest the staff in securing them for themseives. 
Previous to this, it had been left very largely 
to the office administration to secure  post- 
mortems, and we had done what we could to 
secure them; but we found that the man in 
attendance, the surgeon or physician, had very 
much better success; that in almost all instances 
where post-mortems were asked for they could 
be secured. 
We have a law which makes it possible for 
the city health officer to order a post-mortem 
if the doctor in attendance refuses to sign the 
death certificate on the ground that he doesn’t 
know the cause of death, and I think perhaps 
we have availed ourselves of that law 2 number 
of times, not always to the satisfaction of the 
relatives, but, | think, generally without making 
very much enmity. One other thing that has 
helped tremendously in getting post-mortems 
has been the attitude of the undertakers, who 
are very accommodating, and have in a number 
of instances secured post-mortems for us. If 
their attitude is that it is a lot of bother, that 
it will take much longer to embalm the body, 
and that it will not look natural or as well, 
they can do a tremendous amount to hinder 
getting it, but their codperation is very help- 
ful. We had an instance a couple of days ago: 
the mother of a boy who had died during the 
night had got away from the hospital before 
any one had asked her permission for a post- 
mortem; and the undertaker took the pains 
to go to see her and ask for her permission, 
and he secured it. I may say that he is a rather 
unusual undertaker, not only in helping us in 
this way, but in conducting affairs generally. 
There was a little insurance in this case, and 
he made it appear to her that it would be dis- 
tinctly to her advantage to have a post-mortem. 
As to the value of post-mortems, of course we 
are desirous of getting them particularly be- 
cause the third or fourth year elass, or both, 
are usually in attendance to see what goes on. 
It strikes me, however, that it is even of more 
value to members of the staff, or other mem- 
bers of the profession who may come, because 
every once in a while we come upon something 
that shows how easily mistakes are made. I re- 
member an elderly woman who was brought in 
in an unconscious condition; the doctor in at- 
tendance upon her was a young chap, admitted 
to the hospital the year before. The woman 
had been treated by a chiropractor. The un- 
consciousness had come on suddenly, with a eer- 
tain amount of paralysis. The family had got 
an idea that she had a broken neck, and the doe- 
tor was inclined to believe it. They were very 
willing to grant a post-mortem. Upon examin- 
ation it was found that she had had a very 
profuse cerebral hemorrhage, which exonerated 
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the chiropractor, and made the family feel bet- 
ter. Things are constantly coming up where 
the post-mortem makes possible a correction of 
diagnosis, or additional diagnosis. 

One of the things that interested me in scan- 
ning the reports of post-mortems was that we 
are pretty likely to form opinions as to certain 
diseases being more fatal than others, and be- 
ing the chief cause of death. Among these, not 
only among the laity but among the profession, 
is kidney disease, nephritis,—we are likely to 
think that this is serious, and more frequently 
the cause of death than it proves to be. In 
running through these deaths on which we had 
80 post-mortems, I found the primary cause, 
or the important contributing cause, of death 
to be 


arteriosclerosis 11 

kidney disease 10 

cardiac 18 

pulmonary 10 

accidents 9 

malignancy 

brain tumors 

gastro-intestinal 11 (these in connection 

with operation) 

sepsis 4 


Just one other thing in connection with what 
post-mortems may reveal. We had one maternity 
case in which the patient developed, shortly 
after delivery, within a day or two, a tempera- 
ture, and ran a septic temperature over sev- 
eral weeks.. In this ease there was pulmonary 
involvement, and the doctor in attendance was 
inclined to lay the disturbance to the pulmonary 
condition, and along with it there was some 
censure of the hospital. At the time of the 
post-mortem it was clearly demonstrated that 
the infection had spread from the uterus, and 
that the infection of the lung was due directly 
to the infection from the uterus, which was 
what some of us had thought. In this case we 
were able to prove what we had thought was 
true. Other times we have discovered that 
things were not what we thought they were. 

It seems to me that every hospital should 
be a teaching hospital, for the benefit of its 
staff and of other physicians in the community, 
in order that they may continue to progress ; 
and [ don’t think any kind of research can 
be done so nearly at first-hand as in _post- 
mortem. 

Miss Curtis (Cooley-Dickinson Hospital) : 
I should like to ask if the hospital has a resi- 
dent pathologist? If not, who does the autopsy ? 

Dr. Brown: We have a pathologist who does 
the work. But even men who are not particu- 
larly skilled in post-mortems ean secure some 
benefit from them; though, of course, skilled 
men get much more. I see no reason why the 
man in attendance should not have permission 
to perform a post-mortem. 

Dr. Baker: We have no resident pathologist, 


but we have a pathologist on the staff, also a 
medical examiner. 


A Member (from Lawrence Memorial Hospi- 
tal): One of our staff of surgeons is medical 
examiner, and he has oportunity to do a great 
many autopsies. He always does the autopsy 
for any one who may procure permission for 
an autopsy. : 

Dr. Hownanp: I am very much interested 
in this matter. I have been preaching it for 
twenty years. There are many hospitals that 
are doing almost nothing along this line. 

Dr. Brown: There was one point I meant 
to bring out,—that when we made our drive, 
in 1926, to increase the number of autopsies, 
we went up to 40% ; whereas before we had been 
just under 20%. 

Dr. HownaAnp: Some of you will recall that 
this subject was discussed at the Worcester con- 
ference two years ago, and the pamphlet was 
reprinted and sent to all the members. The 
President of the Funeral Directors’ Association 
in Massachusetts said that his Association was 
in sympathy with getting autopsies; but we 
found that they undoubtedly had much to com- 
plain of in the way of proper care of the bodies, 
that they were not delivered to the under- 
takers in good condition. If any of you have 
not had that reprint, and want it, the Secretary 
still has some, and would be glad to mail a 
copy to any one. It is well worth while to 
review it, if you are interested in this subject. 

The next question presented was, How do 
you figure your free patients? 

Dr. Maclver: We take the total revenue 
received for the board of patients and apply 
it as far as it will go to the per capita cost 
rate on the operating expenses; the difference 
between this and the total days’ board gives 
the number of free days. 

A Memper: I should like to say that at the 
end of the year we multiply the number of 
days at the actual cost, rather than at the rate 
charged for the ward—if our ward rates are 
$21 a week and it cost us $4.60 a day to take 
care of a patient, we multiply the number of 
free days by what it costs us. 

Miss CoLteMANn: I should like to know if the 
patients occupying free beds in an endowed hos- 
pital are considered free patients, in making 
the annual report. Those beds have already 
been paid for. Should patients admitted to 
free beds, beds which have been endowed, be 
considered free patients in an annual report? 

Dr. MaclIver: I think they should be con- 
sidered free patients. 

Dr. Howianp: It is an interesting question. 
A patient is admitted free; as far as he is con- 
cerned it is a free bed; but the bed is covered 
by endowment. 


Miss CotEMAN (Milton): We have money 


collected by ladies of the town to pay the charge 
for patients unable to pay for themselves. 
(Those who can pay $3 are considered full pay, 
though the cost is $3.44.) 


I should like to 
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know whether, in my report, these patients who 
are paid for out of the fund should be con- 
sidered free patients. 

Mr. Ricuarps: If you have a fund, given 
perhaps by a church, and the church _desig- 
nates a patient to come into the hospital, it 
seems to me he should come as a paying patient, 
and charged against that fund. I don’t see 
why you should call them charity patients. 

Mr. Garpiner: I have seen some hospital re- 
ports with headings ‘‘Free Beds,’’ and under 
those headings the number of days those beds 
were occupied. 

Dr. Howxanp: I don’t think you need to 
balance every cent. If the figures show how 
much free work you are doing, you can arrange 
your tables in any way you please. 

Mr. Srackpote: If the amounts given for 
specific free beds were to be deducted from the 
expenses of caring for the patient, it might 
be said that no institution gave any free ser- 
vice, as somebody pays the expense in every 
ease. It therefore would seem best to deter- 
mine the number of days actually paid for by 
patients, and the charges for the remaining 
days as met by income from endowment for 
special purposes, gifts, and general fund. 

Dr. Howntanp: Mr. Stackpole is a certified 
publie accountant, and what he has to say on 
this subject ought to be authoritative. 


The next question presented for discussion 
was, How many hospitals pension employees 
after a period of years’ service? 

Mr. Wuircner: In one instance an elderly 
man who had been in the service of the hospital 
thirty odd years was retired on a pension of 
$100 a month. 

Mr. GARDINER: I have known a hospital to 
pension two superintendents, but that was an 
exception rather than a rule. 

Dr. Maclver: The Massachusetts General 
has no regular plan for pensioning employees 
at any fixed time. It does, however, allow pen- 
sions to a limited number by special vote of 
the trustees. We now have four or five persons 
who are given small pensions. 

Dr. Howianp: We have a similar plan. We 
have no pension system at all; but if after long 
and faithful service, employees are retired, we 
talk with them and find out what they have 
saved, and what they need to live on, and the 
hospital trustees vote them a sum of money 
to make them happy. I made that statement 
somewhere once, and was jumped on most heart- 
ily ; Saying that we penalized the employee who 
saved his money in favor of the employee who 
had not saved his money. 


Dr. Lewis (Burbank Hospital): I should 
like to know how much it would cost to endow 
a bed in a general ward, and how much should 


be set aside for an endowed bed in a private 
room, 


Mr. STacKPoLe: Just what does ‘‘endowed’’ 
mean? Does it mean a bed where a patient can 
be admitted occasionally, or a bed that may be 
occupied for any length of time in the year? 


Dr. Lewis: I grant that there are two ways 
of looking at it. I should like it answered in 
both ways. 


Mr. StackpotE: I should like the first dis- 
cussion on the first question. 

A Member (woman): If a room is endowed, 
how then should a physician be paid in taking 
eare of that patient? If the physicians on the 
staff do not give their services in a private 
room, but do give their services in the open 
ward, and the patient is sent into a private 
room which is endowed, by whom should the 
physician be paid? 

Dr. HownanpD: I may say that in some hos- 
pitals, no matter who endows the bed, the ad- 
mission of any patient to a free bed, or an en- 
dowed bed, is subject to rules and regulations 
of the hospital. I think this matter of ad- 
mitting an indigent patient to a private room 
where the staff could not collect fees might 
be subject to such regulations. 

Dr. Hersey: I think we need a summer 
course on this subject. 

A Member: With us it is always left in the 
hands of the superintendent to decide whether 
a patient in a private room is able to pay a fee. 
He may, if he so decides, say to the staff, ‘‘ This 
patient must be taken care of by the staff with- 
out cost to the patient.’’ That is always in the 
hands of the superintendent. 

Dr. Stetson: According to our conception 
of free bed funds, there is only one rational 
way to accept them, and that is to accept a gift 
of any amount with the understanding that free 
treatment will be furnished to the donors of this 
fund, or to any patient they may designate, to 
the amount that the income on the fund will 
purchase at regular ward rates, in a year or 
in any given time. If the donor wishes to 
have the privilege of private room accommoda- 
tions, it is necessary so to state in the bequest ; 
otherwise, it is regarded as being for a ward 
free bed. 

A MEMBER: 
regular rates? 

Dr. Stetson: We charge them the regular 
rate. If you wanted to contribute a fund of 
that kind, it would be with the understanding 
that you would be given the amount of free 
treatment to the amount of the income on your 
fund. You can do that, or you can put it in 
the bank, or in any other fund, and buy that 
service at the regular ward rate. 

Mr. Haminton: I should like to know how 
a hospital without a social service department 
determines whether a patient should be admitted 
at less than ward rates? I am from a 
hospital in New Hampshire where the pa- 
tients come from a large area, and it is rather 


Do you charge such donors the 
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difficult for us to determine whether an in- 
dividual should pay the full ward rate, or 
whether he should be a ward patient, or whether 
he should come in at private room rates. How 
is that to be determined without a social service 
department ? 

Miss PRINDEVILLE (Lawrence and Associated 
Memorial Hospital, New London): By hold- 
ing the doctor responsible who sent the patient 
in, because he must know something of his 
finances. 

Miss Conrap (Holyoke): We have discov- 
ered that doctors are very unreliable sources 
of information about financial resources. I 
don’t mean that particularly as a slur on the 
doctors. But the social service worker has been 
discovering a great deal. I should think al- 
most any individual who could investigate could 
do that work, and that a trained social service 
worker is not needed for that. I don’t think 
it is safe to take the doctor’s word. 


Dr. STONE: We are in about the same situ- 
ation as Mr. Hamilton. We have patients who 
come from a long distance, and people whom 
we don’t know; we take a full history of their 
financial condition on admission, and then write 
the selectmen or officials of the town from which 
the patient comes, and so check up their state- 
ments, and find out if their stories agree; and 
in most cases we find their stories do agree. 
We check them up by correspondence. 


Dr. Hersty: Do you mean that the stories 
of the selectmen and those of the patients, or 
the stories of the selectmen and of the physi- 
clans, agree? 

Dr. Stone: We disregard the physicians. 

Dr. Howtanp: We have had some corres- 
pondence with the Boston Branch of the Na- 
tional Association for the Advancement of 
Colored People with reference to the oppor- 
tunities for colored girls to train as nurses, 
and to obtain such training as would enable 
them to pass the examination of the State Board 
of Registration of Nurses. One of the cor- 
respondents is a trustee of a Massachusetts hos- 
pital. He is not here at present, and Dr. Hersey 
suggests that, while we wait, we have an in- 
formal discussion of the subject. It was thought 
that there might be a committee from our As- 
sociation to discuss the matter with a commit- 
tee from the National Association of Colored 
People. Dr. Hersey, when he didn’t know what 
to do with the correspondence, thought it was 
good material for the round table. So I have 
this question: 


Where can colored girls in this State receive 
training as nurses in order that there may be 
such for the benefit of sick colored people? 

A Member: At the New England Hospital 
for Women and Children. 

Dr. Hownanp: That was mentioned here in 
the letter of the Boston Branch of the National 
Association for the Advancement of Colored 


People. He says they cannot take colored girls 
to train. 

A Memper: Is there any real need for such 
opportunity here in New England? 

Miss CANNON: I have a little word on that. 
Some one consulted me the other day, apropos 
of this discussion, in regard to hospital care 
for colored people, or patients of colored phy- 
sicians, who need hospital care; and the diffi- 
culty that colored physicians have in sending 
their patients to hospitals, and continuing their 
service to patients in the hospitals. Also the 
question of the training of colored girls for 
nurses. Inquiry was made by Miss Crawford, 
who found that there was no place where girls 
could get such training. It was found that at 
Tufts College, in Somerville, in the department 
for the vocational training of girls, there was 
some appropriation for training colored grad- 
uates of Tufts in nursing, if they could find 
the hospital that would properly train the 
colored girl for nursing. They didn’t want to 
spend the money on poor training. The Lin- 
coln Hospital in New York was the only one 
where they felt they could send a girl, and con- 
scientiously spend their money. I don’t know 
whether the subject was properly studied for 
New England or not. 


Dr. Lewis: I understand that the Lincoln 
Hospital is a finely managed school for colored 
women. 


Dr. How.anp: The writer of one of the let- 
ters said that he understood that the New Eng- 
land Hospital did train colored nurses, but for 
some reason they had given it up. 

A Memper: I believe it was the custom for 
some years to take two colored girls. I think 
they realized that the girls would be more or 
less isolated, and they thought two could oc- 
cupy a double room, and have each other’s com- 
panionship. I know they had some unpleasant 
experiences there. 


Dr. Hersey: I will ask Mr. Wing of the Bos- 
ton Dispensary to say a word about transporta- 
tion to Minneapolis in the fall. 

Mr. Wine: I asked for this opportunity to 
make this announcement in reference to trans- 
portation to Minneapolis in October: The Sec- 
eretary of the Association asked that a small 
committee be organized to take eare of the 
possible needs for transportation of New Eng- 
land people and a small committee for New 
York people; and the balance of the group 
around Chicago and Minneapolis, the delegates, 
are to be invited to spend Saturday, the 8th, in 
Chicago, visiting Chicago institutions; and they 
have planned to take the train Saturday eve- 
ning to Rochester, Minnesota, where by a stop- 
over of about six hours they will be given an 
opportunity to see the Mayo Clinics; going on 
from there to Minneapolis, to arrive Monday 
morning. That means that some would have 
to leave Boston on Thursday evening, by the 
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ordinary trains; but if there are 125 who wish 
to go at that time, a special train can be ar- 
ranged, over the Boston and Albany and the 
New York Central, leaving Boston at nine 
o'clock Friday morning, and picking up any 
delegates along the Boston and Albany, and 
probably connecting with a similar train com- 
ing from New York, at Albany, and going on 
in time to arrive at Chicago at nine o’clock 
Sunday morning. The only other train that 
will bring them in at that time is the Twentieth 
Century. 

In the absence of Miss Katherine MeMahon, 
Edueational Secretary of the American .Associa- 
tion of Hospital Social Workers, who was to 
have spoken on the Education of the Hospital 
Social Worker, Miss Ida M. Cannon, Chief of 
the Social Service Department of the Massa- 
chusetts General Hospital, spoke on the same 
subject, as follows: 

1 feel that this is more or less an accounting 
to the Hospital Association people on this sub- 
ject, not especially to the New England Divi- 
sion of the American Hospital Association; for 
the Association itself has been very definitely 
concerned with this question for several years. 
You will remember that in 1919 a special com- 
mittee was appointed by the American Hlos- 
pital Association to make a survey of hospital 
social work in this country. The record showed 
a very heterogeneous variety of hospital social 
work, inadequate standards, great differences 
in interpretation, a good deal of fumbling as 
to functions, and wide divergence in point of 
view, convictions and lack of convictions, as to 
how a worker ought to be trained. 

The recommendation following that survey 
was that a committee should be formed to study 
the question of the training of the hospital so- 
cial worker. That committee was composed of 
hospital administrators, physicians, educators, 
heads of schools for social workers, superintend- 
ents, nurses, and public health nurses. The re- 
port was distributed to members of the .Associa- 
tion as Bulletin No. 25, in 1923, and included a 
statement of the funetion of the hospital so- 
cial worker, the facilities in existence for the 
training of hospital social workers in this 
country, and curriculums of the training 
courses. The committee made no recommenda- 
tion, but, having fulfilled its function, asked 
to be disbanded. The report contained this 
statement, viz.: ‘‘It would seem, however, that 
some service might be rendered by a committee 
primarily of representatives from the eduea- 
tional organizations now offering training for 
hospital social work, which would serve as a 
medium for intercommunieations, so that each 
organization might learn from the others the 
results of its experimentation in subject mat- 
ter and method. The committee believes that 
training for hospital social work will proceed 
more rapidly; will be made more self-conscious, 


and more helpfully critical, if some such eo- 
Operative committee among these educational 
institutions be in existence. 

You see the initiative for the next step was 
left uncertain. It seemed fitting that our Am- 
erican Association of Hospital Social Workers 
should take that initiative, which we did. The 
nueleus of the training committee was made 
up of persons who had been serving on the 
American Hospital Association committee, and 
Miss Antoinette Cannon, of the New York 
School of Social Work, was the chairman of 
that committee. It included also Mr. Porter 
Lee, of the New York School of Social Work: 
Mr. Cutler, of the Western Reserve Department 
of Sociology; a physician from New York, a 
group of hospital social workers, and Miss Mary 
Jarrett, representing the psychiatric interest. 
The work of the committee was subdivided 
for a more ¢areful analysis of the facilities 
for the medical training of social workers, and 
for a study of the schools of social work. Miss 
Katherine MeMahon was appointed the Eduea- 
tional Secretary on half time, and has been 
working in very close touch with the committee 
and with the institutions that offer training. 

As we look back over the development of hos- 
pital social service, we find that in the twenty 
years behind us we have been occupied in find- 
ing our place; demonstrating the fact that there 
was need for the social worker in the medical 
institution. That, we believe, has now been 
clearly demonstrated. The American Hospital 
Association has declared that the modern hos- 
pital ought to have a social service department ; 
and we have had so tremendous a demand for 
hospital workers, from hospitals and medical 
men, that we no longer have any doubt that 
the hospital social worker has been recognized 
as an important factor in the hospital, worthy 
of serious consideration, and of adequate train- 
ing for the work we have to do. 

We have had a special committee on fune- 
tion studying more intimately what the hos- 
pital social workers are doing. It has been 
felt that there was some indefiniteness about 
that function, probably due to the fact that 
most of the things that hospital people are do- 
ing, -— doctors, nurses, dietitians,—are very 
definite and clear, and it is obvious what they 
are doing. The hospital social worker is con- 
cerned with psychological problems which the 
patients present, as well as the problems of 
the home, and the like,—not so evident in the 
hospital, yet a very important background of 
the hospital problem. These things are very 
vivid to the social worker. A great deal of our 
work consists in persuading patients to codper- 
ate in carrying out long-time systematic treat- 
ment, such as the treatment of diabetics, ear- 
diaes,—work not so tangible as the service that 
nurses and dietitians are doing. Nevertheless, 
that does not free us from thinking more clearly 
what our work is, and obligating ourselves to 
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be more definite, so that we may have a well- 
defined plan of training on the basis of a clear 
understanding of what we are being trained 
for. 

There are now in this country between five 
and six hundred social service departments. 
If we included all those calling themselves such, 
the number would be much greater than that. 
So there is plenty of evidence that we must 
face this thing pretty seriously. 


As to what Miss MeMahon has been doing: 
we have not attempted to increase the number 
of the educational centres interested in this 
subject. We are responsible only to those 
schools of social work and various centres that 
have asked for help in improving their plan 
of training. Here in Boston, the Simmons 
School of Social Work for about fifteen years 
has been training medical social workers. They 
have their academic work at the school and 
their practice work in the social agencies in 
Boston and in the departments of hospital so- 
cial work, under supervision,—a combination 
of practice and theory. Smith College has had, 
since 1919, a summer course of two months, 
with nine months of practice, and two months 
again in the summer for college graduates. 
Their work is primarily training psychiatric 
social workers, but they also train medical so- 
cial workers. The New York School of Social 
Work is somewhat like the Boston School,— 
theoretical training at the school, and practice 
in social service departments. 


When it was known that an Educational See- 
cretary of the Association had been appointed, 
requests came for information and conferences, 
and in response Miss MeMahon made a trip 
through the country. These inquiries came 
from the Johns Hopkins Medical School, the 
University of Minnesota, and many places be- 
tween. She went to them, and discussed with 
the departments of sociology, the medical school, 
and the social service departments at the hos- 
pitals the question as to what opportunity ex- 
isted for the training of social workers. Some 
of them were not quite ready to make any 
change, but they asked Miss MeMahon to come 
back to them next year. The National Cath- 
olic School in Washington, where they are train- 
ing workers for the Catholie Hospital, and the 
Washington University at St. Louis have asked 
very definitely for advice. At Washington 
University they have confronted us with a new 
question,—whether, when students are admitted 
to the school of nursing, some combination of 
the fundamentals as a background could be 
given to the two groups in the first two years, 
ani then a variant, after that foundation, for 
those who choose nursing and for those who 
choose medical social work. The University of 
Minnesota has now asked Miss MeMahon to 
visit them again at the end of this year for a 
conference, with a view to formulating plans, if 


possible, for the effective training there of med- 
ical social workers. 

In every instance we are trying to ascertain 
what the community offers in the training of 
social workers,—not medical social workers, but 
those trained for social work in general. The 
medical social workers have been a variant from 
that. The members of the training committee 
are agreed that the social training is absolutely 
essential to the hospital social worker; other- 
wise, we don’t feel that she has anything new 
to contribute. The reason the hospital has 
needed us is because we have something a little 
different from that given by other groups work- 
ing in the hospital; that is the reason why we 
are there at all, and it is our responsibility to 
be sure that our workers are well-grounded in 
this social point of view, and are skilled in so- 
cial judgment. 

There was a time when I felt that the entire 
social interest of the hospital must centre in 
the social service department; that we were re- 
sponsible for all the social problems of the hos- 
pital. I have long since abandoned that idea. 
I realize that an adequate modern hospital must 
be permeated with the social point of view, and 
that the psychological problems and the soci- 
ological problems cannot be concentrated in the 
social service department. If they were, the 
hospital would not be adequate. <A_ social 
worker should be expert in that field, and should 
be contributing constantly to the thought of 
other groups in the hospital out of the fulness 
of her knowledge and experience. I have been 
watching the changing programmes of the Am- 
erican Hospital Association. I went over the 
reports of twenty years, and was much inter- 
ested to see how year by year more and more— 
stress has been laid on the relations of the hos- 
pital to the community. You have been so 
much concerned with internal problems, prob- 
lems of equipment and of standardization, that 
you have not had time to give us much atten- 
tion. But there has been a constant increase 
of the social obligations of the hospital, and, 
as [ see it, the hospital social worker’s posi- 
tion will become more and more important. To- 
an increasing extent she will share her accum- 
ulated experience with the hospital superin-- 
tendent. 

The foundation of the social worker’s train- 
ing is case-work, just as the foundation of med- 
ical training is case-work. Physicians are prim- 
arily trained in the care of the individual; then 
if they choose to go into administrative work, 
they are doing it with a background of ease- 
work knowledge. At present we are looking 
on hospital social work in that way. We are 
identifying ourselves primarily with the re- 
sponsibility of the hospital for the treatment 
of the individual, allying ourselves with the 
clinical aspect of treatment. But the applica- 


tion of the knowledge we have gained in that: 
clinical experience to the administrative prob-- 


\ 
JS S 


848 


NEW ENGLAND HOSPITAL ASSOCIATION 


Boston M. & 8S. Journal! 
November 10, 1927 


lems, it seems to me, it is wholly fitting the 
social service department should make. In the 
larger hospitals, where there is so great an ac- 
cumulation of responsibility on the social side 
of the administration of the hospital, in many 
instances, social workers have been appointed 
to look after these interests of the hospital. 
In the matter of rate-fixing, for instance, several 
hospitals have social workers for that work. | 
should myself hate to see that the chief function 
of social work in a hospital. There should be, 
primarily, a thoroughly well-established service 
to the patient in relation to his medical treat- 
ment; yet I strongly feel that we have some- 
thing to give to the administration in the know]l- 
edge of standards of living, wage-scales, drains 
on the family-budget, responsibilities that 
budget must meet. Moreover, one of the things 
we have stood for as hospital social workers 
ought to be of value to hospital administrators, 
—that is, our earliest definition of social work : 
‘*Social work is dealing with people in ad- 
versity, and so is primarily concerned with char- 
acter.’’ Hospital social workers ought to main- 
tain the point of view of responsibility of the 
individual who has incurred obligations to the 
hospital. That attitude we should find in any 
well-trained social worker, that people should 
meet their obligations; that they should not 
have standards so false as to obligate them- 
selves,—even in hospitals, where people are 
lenient,—without really meaning to meet their 
obligations. The properly trained social worker 
will, I believe, be interested in the character of 
the patient, as well as in his physical well-being. 

We are much indebted to the psychiatric so- 
cial workers for interesting developments. 
Every one of the training centres so far estab- 
lished has recognized that there ought to be 
some definite training on the psychiatric side 
of the individual case, and also in the matter 
of personality. One of the things to recognize 
is that it isn’t hospital doctors alone who are 
troubled about obstacles in the patient’s home 
which impair treatment, and it isn’t hospital 
superintendents alone who are troubled about 
unpaid bills. 

Superintendents are being called upon more 
and more for community responsibility; and 
hospital social service ought to furnish evidence 
that you can use, and so speak with authority 
on some of these questions. Twice in the past 
year hospital social workers have been called 
upon for evidence of the need of service for the 
eare of chronic cases of invalidism in Boston. 
In less than three weeks we accumulated evi- 
dence of over seven hundred such patients. An- 
other time the administration was asked for in- 
formation about cancer. A State department 
wanted to know whether or not a hospital was 
needed for cancer patients in Massachusetts; 
whether it was difficult to secure proper care 
for patients with cancer; and the hospital social 
workers were asked to appear before the legis- 


lature to present facts on that subject. Hos- 
pital superintendents are receiving many de- 
mands for such information as that. The peo- 
ple of the community now recognize that the 
hospital is a very important social institution 
from the standpoint of facilities for the good 
of the community; and I believe that hospital 
social workers should be prepared to yield to 
hospital administrators information which will 
make it possible for superintendents to keep in 
touch with what this great group of patients, 
coming and going, really mean as evidence of 
community need. 

The hospital has a greater opportunity than 
any other institution to get a cross-section of 
the community. We ought, therefore, to be in 
the hospital more or less as those who are re- 
porting to you, for the social laboratory, evi- 
dence upon which you can base action. 

Dr. Hersey: I am sure we all feel very grate- 
ful to Miss Cannon for coming to us to discuss 
this very important subject. 

Mr. Wine: From listening to Miss Cannon, 
I feel that she has touched on one point that 
is very important,—that is, the relation of the 
social worker to the administration of the hos- 
pital or the dispensary. We have had during 
the past five or ten years very convincing evi- 
dence, I think, of the place which the social 
worker has, and of the value which she may 
be to the medical work, particularly if her work 
is made rather more a part of the administra- 
tion than it was during the first five or ten 
years when the department was coming along 
and turning in that direction. The work of 
the nurse and the doctor, and even the clerk, 
in relation to medical service, must be to a cer- 
tain extent social in its approach, if there is 
to be a complete and thorough understanding 
of the patient’s needs, and if the results in the 
care of the patient are going to be as good 
as they ought to be. I, for one, feel that the 
opportunity that some institutions are giving 
for social workers to play an increasing part, is 
something that we should be very glad of. In 
addition to that, it seems to me that not only 
is that an opportunity for the social worker her- 
self, but also that we are more and more tending 
to place the responsibility for work of a social 
character on the heads of the social service de- 
partments. In other words, there is a certain | 
percentage of the work of the nurse that nec- 
essarily requires social sympathy and social un- 
derstanding; and nurses, working in the hos- 
pital or out-patient department cannot be 100% 
nurses, nor can the clerk or volunteer or any 
other worker be said to be restricted to 100% 
to the particular job for which she is employed. 
Therefore I feel that that part of those work- 
ers’ time on duty which is social in character 
should increasingly come under the supervision 
of the social head. In the same way, I believe that 
the social service worker in hospitals or dispen- 
saries cannot be doing work 100% social in char- 
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acter; that there are certain administrative 
duties, certain things in the dispensary or clinic 
for which she may assume some responsibility, 
and in those things she should be responsible to 
the superintendent of those particular things. 
That is the only suggestion I have to make at 
this time. I feel that it is a natural develop- 
ment, and is going on satisfactorily; and it 
seems to me that the goal is a sort of balance 
between administration, nursing, and social 
work, which will make it possible for each of 
the three types to function to the greatest ad- 
vantage of the patient and the institution; and 
forget for the time being the particular field 
she is working in, because in the end what is 
for the advantage of the institution or patient 
will be for the advantage of the particular pro- 
fession in which that person happens to be 
working. 


An address on ‘‘The Hospital and the Com- 
munity Chest’? was discussed by Mr. John C. 
Gardiner, Superintendent of the Springfield 
Hospital, Springfield, Mass. 


THE HOSPITAL AND THE COMMUNITY 
CHEST 


OnE of the most perplexing problems today 
confronting hospitals the country over is that 
of finances. In very few institutions does the 
income balance or even approach the expense 
account. As a consequence, year after year, we 
have an operating deficit that must be met in 
one way or another. The question is, ‘‘In what 
manner.’’ No matter how efficient may be the 
management of the hospital or how rigid its 
program of economy, expenses cannot be re- 
duced beyond a certain point if it is to supply 
the public demands for high-grade service. The 
most common explanation today of the increased 
cost of hospital operating is the one generally 
employed everywhere namely, higher prices re- 
sulting from the war. To a certain extent, this 
is, of course, true. Hospitals perhaps more 
than any one else have felt and still feel keenly 
the upward trend of prices. But there are other 
factors which enter into the situation such as, 
the standardization programs of the various 
Hospital organizations, the requirements of the 
different State Boards for Training Schools, the 
improved methods of treating patients requir- 
Ing new and expensive apparatus. Lastly, the 
public is demanding from the hospital more 
than ever before. While these various factors 
have unquestionably brought about improved 
conditions so that the hospitals generally are 
giving a better and higher type of service, yet 
there is no question that they have proportion- 
ately imereased the operating expenses and 
added greatly to the executive problem. 

In the March 1927 number of The Modern 
Hospital an editorial very aptly illustrates 
this point. Reference is made to a large and 


representative hospital, the name is not given, 
whose daily per capita cost was $2.83 in 1913. 
In January of this year the cost had risen to 
$6.65 a day, an increase of 135% in fourteen 
years. In 1913 the ward charges were $2.00 a 
day now they are $4.00. The private rooms 
were from $4.00 to $8.00 a day now they range 
from $6.00 to $10.00. This is an increase of 
100% in the ward charges and of approximately 
33% in room charges. Or to express it in an- 
other way, the average increase of each class 
of service is 6614%, an increase in revenue of 
less than half of the increase in cost. 

The Modern Hospital goes on to point out 
that this is only one half of the story, and here 
is the point to be emphasized. In 1913, the aver- 
age stay per patient was fifteen days, while in 
1926 it had been cut down to a little less than 
twelve days. Reducing this situation to an ex- 
ample in simple arithmetic, in 1913 a patient 
staying fifteen days in an $8.00 room would 
have paid $120.00, while in 1926 he would have 
paid the same amount for twelve days in a 
$10.00 room. The charge for room service per 
patient has really stood still. This reduction 
of the average stay of each patient brought 
about by efficient management enables the hos- 
pital to give of its service to a greater number 
and that things have been worked out to the 
patients’ advantage is evident by the facts that 
the service given is of a higher type than ever 
and the death rate is lower today than in 1913. 
This is the side of the story which is too little 
emphasized. The hospitals’ effort is to supply at 
no greater cost to each case the highest grade of 
service and as good if not better results in a 
shorter time. 

How shall this operating deficit, the differ- 
ence between expense and income be met? For 
met it must be, if not year by year, then as an 
accumulation at some future time. 

There are briefly it seems to me four ways 
in which it can be done: 

(1) By Taxation. Perhaps the best illustra- 
tion of this is the State of Pennsylvania. For 
years past her private charitable institutions 
have been aided in this manner. No doubt 
much good has come from this system, especial- 
ly in the freedom from worry regarding fi- 
nances, as well as uniformity in methods, ac- 
counting and the like. A very elaborate report 
which had much interesting material in it was 
sent out by the State last winter. It is well 
worth reading. 

New York City has aided her private charit- 
able institutions for many years past. The sys- 
tem seems to have been employed when the pub- 
lie institutions became inadequate to care for the 
work required. 

Other States likewise have aided or supple- 
mented the work of their private charities to 
a greater or lesser extent. Still others have left 
it to the counties, cities or towns. On the other 
hand, there are States who do no more than 
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pay at cost or regular ward rates for any pa- 
tients that the city or town authorities may 
send to the hospital, repudiating utterly the 
idea of Government or State aid of any kind 
to private institutions and offering merely trans- 
fer to their own institution as soon as it is pos- 
sible. 

(2) Income from Endowment. This repre- 
sents the interest on the investments of the hos- 
pital, legacies or gifts given specifically for the 
eare of patients who are unable to pay anything 
or only a part of the cost of their care. In 
many hospitals the income from this source is 
too little, the endowments being small. Any 
hospital that expects and desires its endowment 
to grow through the years must prove itself at 
all times worthy, for its every act will be scru- 
tinized and weighed and if it does not please, a 
will is something easily changed. An adequate 
endowment is an object and goal which should 
be eagerly sought after by every hospital. It is 
in fact its greatest hope. 

(3) By legacies, gifts for special purposes 
or what perhaps might best be designated as 
private benefactors. These are the gifts that 
come to the hospital from those specially in- 
terested in its work or more often in some par- 
‘ticular phase of it. There is no question but 
that the phenomenal success of some superin- 
tendents has been due to the fact that back 
of them, quiet and unobtrusive, has been some 
man, woman or family whose pet hobby has 
been the hospitals which they have managed. 
‘These people have willingly and generously con- 
tributed, lending the help whenever the need 
arose. This method appeals to some more than 
the idea of bequest by will. 

(4) Public and Private Subscriptions. This 
way of financing the hospital deficit is the most 
interesting to us affecting us as it does most 
closely. 

In the average private hospital, such as is 
represented here, the annual deficit in dollars 
and cents in comparison with the total oper- 
ating cost is not a large one, but when it is 
judged by the amount of worry and anxiety that 
it causes the superintendent and the board of 
trustees, it is a matter for deep thought. Few 
superintendents when they assume charge of a 
hospital are engaged with the definite under- 
standing that they are to raise money. It is 
their dutv to manage the plant entrusted to 
their charge and yet how differently it has often 
worked out. The superintendent in self de- 
fense has had to give his time, thought and 
attention to raising by personal effort the 
amount of the hospital deficit. Since the war 
and as a result largely of the necessity for rais- 
ing the vast sums of money for Government 
needs and relief work a change in method has 
come about. The day of individualistic financial 
effort for each separate charity in a community 
‘would seem to be passing and codperation in 
raising funds for the charities as a whole is 


taking its place. This fund raised by codper- 
ative effort is known in most places as the Com- 
munity Chest. There is no doubt but that the 
fundamental idea back of this method is in 
thorough harmony with the general trend of 
business to secure the greatest results possible 
with the utmost economv of labor and expense. 
In a word, the aim of the Community Chest 
Association is to be economical in operation, to 
eliminate undesirable organizations and to in- 
crease the efficiency of those that are doing their 
best. How different this is from the old state 
of affairs in which for 2,000 vears or more the 
charities of a community had absolutely no re- 
lation to one another. Thev were established 
originally, and hospitals are no exceptions, to 
meet various social and charitab!e needs, in 
response to personal ambition or emotion or 
some religious urge. They had different back- 
grounds and were supported by people of di- 
verse social standing. They neither knew nor 
eared for one another. The inevitable result 
was confusion, duplication of effort, failure to 
render the service which should be given in 
efficiency in organizing the collecting of funds 
and in the general conduct of their work. 

At about the same time two different groups 
of people became aware of the situation and 
began to consider some means of remedy. 

The first of these groups was made up of the 
contributors. Givers began to consider some 
way out. They must find protection from the 
flood of appeals with which they were deluged. 
The appeal to buy tickets for this was quickly 
followed by one to advertise in that. Hardly 
a day would pass without an approach either 
directly or indirectly. All good causes but one 
must stop somewhere or become a cause itself. 


The second group was made up of the work- 
ers in the different organizations. Growing in 
numbers and in standards of professional ser- 
vice, they were beginning to see that their in- 
dividual organizations were separately engaged 
in problems whose basic causes were all more 
or less the same. Some sort of codperation was 
needed if they were to do their work efficiently 
and effectively. Consequently, the great Gov- 
ernment drives for war loans and relief work 
left the ground ready and prepared for the 
same scheme to be applied to the financing of 
the Community Charities. 

Perhaps a word at this point as te the organ- 
ization and operation of the Community Chest 
is not amiss. 

The organization of Community Chests the 
country over seems to be practicaily the same. 
There are, of course variations in details to 
meet local conditions but the basie seheme is 
everywhere practically the same. As to opera- 
tion, budgets are submitted from each partici- 
pating agency estimating the operating expenses 
for the ensuing year. The budgets are then 
gone over by a Budget Committee specially ap- 
pointed, which may make such modifications as 
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it sees fit or present the approved budgets to 
the Chest Committee. The amount to be asked 
for is then determined and the drive organized. 

Let us take up briefly some of the arguments 
that are most frequently heard both for and 
against the idea of the Community Chest in 
financing the hospital’s deficit. The most com- 
mon arguments as to the advantages of the 
Community Chest are: 

(1) Freedom from financial worry. As the 
trustees and the superintendent do not have to 
worry about finances, they are free to devote 
their time to other matters; the trustees to the 
policy of the hospital and the superintendent 
to the executive duties. Theoretically this is 
very beautiful, and no doubt it does in actual 
experience sometimes work out this way. 
however, the chest fails to raise the amount 
asked for, the different agencies receive only 
a pro rata share. As their participation in the 
chest prohibits their going out for a drive of 
their own, the deficit is carried over either in 
the form of unpaid bills or as a loan into the 
next year. If this process is repeated for sev- 
eral years it means an accumulated ceficit which 
is always bad business. It is no different, how- 
ever, from the plan followed by many hospitals 
vear after year in accumulating a deficit and 
then when it gets too big wiping it out by means 
of a drive. 

(2) Community Edueation. By this is meant 
not so much the idea of educating the commun- 
ity to the value of the hospital but rather the 
education of the community as a whole to the 
idea of community philanthropy. As a rule the 
hospitals are inclined to keep to themselves but 
is it not equally true, that many other organiza- 
tions have the same ideas back of them? Why 
should they not carry on with the patient after 
his discharge from the hospital in types of ser- 
vice that the hospital cannot give for various 
reasons. Indeed, this service if wisely and in- 
telligently given has frequently prevented a 
speedy return of the patient to the hospital. 

The other side of this picture is the effect 
upon the community as a whole. Time and 
again, when the spirit of community philan- 
thropy has been developed in a community, the 
number of private givers has been greatly in- 
creased in number. Instead of a few hundred 
or a thousand people bearing all of the phil- 
anthropic burden the number has been increased 
to thousands and even hundreds of thousands. 
No philanthropic organization that ean awaken 
the communitv’s consciousness to the needs of 
charity and welfare work can be dismissed with- 
out careful consideration. 

(5) The Spirit of Codperation. By this is 
meant the elimination of over-lapping and co- 
ordination of work. There is no doubt but that 
if a spirit of friendly codperation exists, it re- 
sults in higher professional efficiency. 

The other side of this picture is the financial 
effeet upon the public. Instead of a constant 
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deluge of appeals coming throughout the year, 
one appeal only is made and that ty» everybody. 
You may say that this is an ideal «nd perhaps 
it iss The community in which you and I live 
may not be ready. Nevertheless, it is an ideal 
that will be realized when human nature has 
grown big enough to properly grasp it in all 
of its phases. 

A fine example of this same spirit of codper- 
ation is seen in the purchasing bureau for the 
hospitals in the Community Chest of Cleveland. 
To an outsider, it looks like an excellent ar- 
rangement which could be copied to great ad- 
vantage in other of the larger cities. There is 
no doubt but that such an arrangement is thor- 
oughly in harmony with sound business. .Con- 
sequently, when men of affairs see the charities 
of a city conducted in a manner like this, the 
ease to them is pretty nearly proved. 

In other cities, there have been common agen- 
cies for the collection of accounts and in nearly 
all a centralized bureau for the gathering and 
dissemination of information known as a confi- 
dential exchange. To the social workers of the 
hospital, this is especially valuable for all of 
us are familiar with weird tales and the families 
who would receive aid from mois than one 
source. 

There are many other arguments for the Com- 
munitv Chest but I cite the foregoing either 
from my own experience or from the experi- 
ence of others with whom I have discussed the 
question. In any scheme of this sort there are 
bound to be objections and disadvantages. Let 
us see briefly what are the commonest. 

(1) The allotment from the Chest is not large 
enough. This has already been touched upon 
indirectly in the failure of the Chest to raise 
the amount desired and the consequent pro 
rating of the amount realized. It is quite true 
that hospitals do not always receive the amount 
that they feel they need and should have in 
order to carry on their work. It may be that 
the total asked for from all of the agencies, 
is more than the community can give. It may 
be that the financial showing of the hospital 
does not entitle it to more. Whatever the rea- 
son, there exists a very definite feeling on the 
part of the hospitals that their allotments are 
not sufficient for their needs. 

(2) Loss of Personal Touch. The individual 
institution is subordinated to the whole, and as 
a result there is a lack of interest on the part 
of the citizens in the hospitals and in their 
needs. Consequently the hospital loses its in- 
dividuality because the contributors are inter- 
ested in the pure cold-blooded proposition of 
the larger body and forget the smaller com- 
ponent parts of that body. There is no question 
to my mind but that this is a very definite ob- 
jection and that the situation has its dangers. 

(3) There is no definite means yor financing 
capital expenditures through the Community 
Chest. The Community Chest so far as it has 
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been developed has had to do only with oper- 
ating expenses. Capital expenditures for new 
buildings ete., have had to be financed in other 
ways or have had to be foregone altogether. It 
may be that in the future, some method will 
be worked out. 

(4) Improper Distribution of Funds. That 
is that one hospital receives a larger proportion 
of money as its allotment from the chest than 
its services would seem to warrant. Of course, 
it goes without saying that if this criticism 1s 
warranted or justified in any way something is 
wrong. It but serves to show the necessity of 
absolute fairness and justice in the allotment 
of the funds and public recognition of that fair- 
ness and justice. 

(5) That large givers under this system are 
able to cut down their contributions when giv- 
ing to charity as a whole. Consequently the 
philanthropic burden of the community is be- 
ing carried by the poorer and middle classes, 
allowing the better off to escape with compara- 
tively light gifts. In one city in Ncw York this 
actually happened. The management of the 
Community Chest quickly solved this problem 
by publishing the names of all contributors. 

(6) By ereating a feeling of ownership. That 
is by making demands upon the hospital by 
reason of contributing to the Chest. It would 
seem that this might be a good thing in some 
ways. It may be simply the desire to see the 
hospital grow in a normal and healthy manner. 
In other words, the expression of a perfectly 
legitimate civic pride. More often perhaps it 
takes another expression, demanding free treat- 
ment for some member of one’s family, or the 
purchase of goods from a local merchant when 
such patronage does not work to the best ad- 
vantage of the hospital. 

(7) The sacrifice of some popular hospital. 
There is no doubt that in some instances hospi- 
tals have sacrificed themselves by going into 
the Chest, while in other places they have im- 
proved their condition. It would seem that local 
conditions control this situation to a large ex- 
tent. There is no doubt though in my mind 
that a very prevalent idea exists among the 
hospitals that they would do as well in their 
financing outside the Chest as in it. They are 
probably correct in this assumption, other 
things being equal because the hospital has on 
account of the nature of its work an appeal that 
9% other charitable and welfare organizations 
ack. 


_ Dr. Hownanp: This very important subject 
is, I know, of interest to us all. As a matter of 
curiosity, I should like to know how many peo- 
ple here are associated with a hospital which 
receives aid from a community chest. 

ANSWER: (By show of hands) six. 

Dr. HowLanp: We are fortunate in having 
with us this morning a gentleman from Mel- 


bourne, Australia: Mr. Wilmer, will you tell 
us what they do in Australia? 

Mr. Witmer: Mr. Chairman, Ladies and 
Gentlemen: I came here two and a half months 
ago on a holiday, with a letter of introduction 
from the President of our hospital to hospital 
managers in America; but I didn’t believe I 
was going to see any hospital from the best 
place to see it, that is, from the inside, as soon 
as I reached here. I spent a week in the Faulk- 
ner Hospital, and I shall go back to Australia 
with great gratitude for what they did for me 
there. I am glad to be able to say that I have 
seen something from the inside, as well as from 
the outside. 

The hospital of whose committee [ am a mem- 
ber is the Melbourne Hospital, which has nom- 
inally 360 beds, yet we have a daily average of 
nearly 400 patients. It is a general hospital, 
and free to the public. We have no paying 
beds. The only source of revenue we have from 
patients is what they voluntarily give us. We 
naturally have to make some inquiry before they 
come in as to what their means are. We are a 
home for the sick and injured peor of Mel- 
bourne. We receive a grant from the Governor 
of the State, a grant from the Council of the 
City of Melbourne, and we have, in addition to 
that, our subscription collectors who go around 
to various people and get subscriptions. We 
collect no money for hospital fees, and we have 
to go out for voluntary contributions, in addi- 
tion to our State and Municipal grants. We 
have adopted what might be called some devious 
methods of extracting a shilling or iialf a crown 
from the pockets of people, and one or two of 
those methods might interest vou. We have 
found that an increasing number of people want 
to look out for hospitals. We give each pa- 
tient the right to have so many visitors, and 
we decided to charge six pence (that is twelve 
cents of your money) for each person who 
came in to visit a patient; and we have suc- 
ceeded in getting between four and five thousand 
dollars a year. This has come to be regarded 
as a source of revenue. It is only a small fee, 
and it keeps out the ultra-curious, who come 
to gloat over the sufferings of people. There 
has been no objection to it, and the practice has 
come to stay. 

Another method we have arrived at of getting 
funds is the Melbourne Hospital Birthday 
League, of which I have the honor to be Presi- 
dent. On your birthday you expect your friend 
to give you a birthday present. We say, on 
your birthday you should give the hospital a 
present. We send them a birthday ecard, and 
incidentally inform them that it costs money 
to keep the hospital going. That League has 
been established for four years, and has con- 
tributed to the Melbourne Hospitat each year 
$5,000. One item of interest is the ‘‘ Hospital 
Endowment.’’ A man makes a subscription in 
memory of his wife, that goes into the endow- 
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ment fund, and the interest is credited on her 
birthday; so that every birthday is recognized, 
and the gift recorded. A friend of mine had a 
friend named Whittier who, we knew, was born 
on November 11, so when we wanted to raise 
$20,000, we wrote to Mr. Whittier, suggesting 
that he become a member of the Endowment 


League. Mr. Whittier replied in a short note: 
‘“T am stung! Here’s twenty-five 
pounds!’’ Several people have contributed to 


that fund, who wanted to perpetuate the name 
of a daughter or father or mother who had 
died. That’s rather a beautiful idea. That 
fund is gradually growing and the endowment 
side is of importance. That money invested 
brings us from five and a half to six per cent. 


In order to interest the young people, the 
radio is used every evening at six o’clock to 
furnish entertainment for the children, bedtime 
stories, ete.; and I get a letter every once in 
a while from some girl or boy, saying, ‘‘I am 
happy to return you half a crown for the Mel- 
bourne Hospital.’’ There are now 6,000 chil- 
dren contributing half a crown, aud I believe 
they will continue to subscribe, and will increase 
their subseriptions. 


Those are just one or two of vur devious 
means and methods of exploiting a ‘ittle money 
from the pockets of the people. 


I have been very much interested in that ad- 
dress on the Community Chest. In Sidney they 
have a similar organization. In Melbourne we 
call it the Lord Mayor’s Fund. This charity 
fund is managed and controlled by a governing 
board, and that board inspects the accounts of 
every charitable institution. It will come down 
like a thousand bricks on a hospital which is 
allowing expenses to go too high, a hospital in 
which there is waste. There are men on the 
board who are experts in hospital management, 
and they point out how they can reduce ex- 
penditures. They will refuse the Government 
grant to any institution that will not come into 
line, and all charitable appeals in Melbourne 
must have the sanction of that board. My hos- 
pital wanted to appeal to the public for 50,000 
pounds. We have an accumulated deficit that 
we want to wipe out. So we have appealed to 
the Charities Board for permission to ask the 
public for 50,000 pounds. They said, ‘‘What 
do you want it for?’’ and we told them. They 
sald, “All right; you can have the field for 
July and August, and in those two months we 
will not allow any other public appeal to be 
made.’’ That Charities Board is of very great 
value, because it is a Government body, and it 
has to do with the Government grant to various 
hospitals in capital cities and other parts of the 
State. Then the Lord Mayor’s Fund has or- 
ganized a Hospital Saturday and Sunday Fund. 
We have a Sunday collection for the hospitals 
in all the churches, and on Sunday afternoon 
a band concert in the parks. We are not al- 
lowed to charge for any entertainment on Sun- 


days. We have no theatres or movies at all on 
Sunday. In order to take a collection on Sun- 
day afternoon we have to get permission. One 
particular Sunday it happened to be wet, and 
people didn’t want to go out, and the hospital 
fund suffered. John Swanson thought it would 
be advisable to have the Lord Mayor’s Fund 
organized; to have collections thoroughly or- 
ganized, regular contributions from men in our 
stores and factories ; so gradually we have worked 
into the various factories or department stores 
and the like, and we shall have a regular collec- 
tion of so much a week from each of those boys, 
and I think this will give us a considerable 
amount of money. That hospital Saturday and 
Sunday fund brings in about 40,00.) pounds at 
this moment. But all through the year the 
fund is open, and the secretary is working 
around through the various organizations and 
trying to increase the amount; and it has the 
effect of coordinating a lot of effort that fre- 
quently over-lapped. It does not, however, re- 
lieve each hospital from the responsibility of 
looking after its own affairs. That Lord Mayor’s 
Fund has increased community giving, and has 
given the community a sense that it must keep 
the hospitals supplied. 

The Lord Mayor’s Fund is distributed twice 
a year, and distributed on the basis of the Char- 
ity Board’s report. The Charity Bvard has all 
the figures; and it is not necessary to say that 
the hospital that asks for the most ought to 
get it, or that the hospital that asks for the 
most is the worst hospital in the ict. There is 
no complaining about the allocation. We some- 
times complain that we don’t get as much as 
we expected. But it works very well. It has 
certainly come to stay; it is growiuy each year. 
It is on the lines of your community chest. 

I am glad to have met you New England 
people, and I am sorry to go away. J had heard 
that Boston was cold, and the peop:e inhospit- 
able, but it has seemed to me very warm and 
friendly. I couldn’t have believed that a com- 
munity could be so warm and friendly as this 
has been to me. 

Dr. Howxianp: I feel that Mr. Wilmer has 
made a definite contribution to this meeting. 
I was much interested in his account of making 
the visitors pay a small sum. Ycu know we 
have a daily average of about 260 natients, and 
each one has about ten visitors. If we could 
get 1214 cents from them as they came through 
the door, we could declare a dividend at the 
end of the year. 


Dr. Henry Potiock, Superintendent of the 
Massachusetts Homeopathic Hospital, Boston, 
Mass., who was to have presented a paper on 
““Umform Distribution of Charges,’’ was un- 
able to attend the meeting, and sent his assist- 
ant. Miss Rebecca Pike, to speak in his stead. 

Referring to charts, Miss Pike made some 
remarks, and answered some questiens, in part 


as follows: 
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In 1923 Dr. Pollock and Miss decided 
they would like to instigate a system of charges 
which would be fair to the hospital and the pa- 
tient; so they made out a budget system which 
was based on the weekly savings of the patient, 
the cost of living for his family, and any addi- 
tional income. This system Dr. Pollock ex- 
plained to you in a paper which he read before 
you in May, 1924. At the present time we use 
this budget system in a little different form. 
From the spring of 1923 to 1926 the original 
system was used by the admission officers 
in the admission of patients. In 1926 we felt 
that we could inerease collections for the hos- 
pital, without imposing any undue hardship on 
the patient, by making a higher rate for the pa- 
tient, requiring him to pay a certain percentage 
of that while in the hospital, and the balance in 
weekly payments beginning four weeks after his 
discharge from the hospital. 

To explain more fully, I will take a definite 
case: A patient is coming into the hospital for 
an appendectomy, and his stay in ihe hospital 
will be approximately two weeks. This patient 
is interviewed by the sdmitting cficer. (1 am 
speaking now of a ward patient.) This financial 
history consists of finding out where the patient 
is employed, what his income is, ‘vhether he is 
married, and if so, how many ehildren, whether 
the children are working. and wat savings 
they have, the rent paid, or whether they own 
their house, and whether they are paying on 
a mortgage; whether the income has entirely 
ceased while the patient is in the hospital; 
whether he gets a sick benefit, or money from 
some insurance. The patient which I have in 
mind was earning $38.50: he had a wife and 
two living children, both minors, not working. 
The savings were about $60. As I said before, 
he was coming in for an appendectomy, and the 
probable duration of his stay in the hospital 
would be two weeks. The admission officer then 
looks down this scale (referring to chart), and 
finds that, as he is earning $38.50, he comes be- 
tween class 36 and 40, and his savings come be- 
tween 54 and 67. He is advised by the ad- 
mitting officer that his rate will be $14 each 
week ; he is also told that he is supposed to pay 
the hospital $10 each week while in the hospital, 
if he is there two weeks, and the balance of $8 
in weekly payments beginning approximately 
four weeks from his discharge from the hos- 
pital. However, if this same patient was to 
have some additional treatment, for which the 
approximate duration would be a little differ- 
ent, his rate would be $14 a week for three 
weeks, with a payment of $10 a week for the 
first two weeks, while for the third week he 
would not pay anything while he was in the 
hospital, leaving a balance of $22 to be paid 
to us in weekly payments, beginning four weeks 
after discharge from the hospital. Under the 
system as first planned, we should ordinarily 
charge a man a flat rate of $10 1 week during 


his stay in the hospital. At present we are 
getting more from the patient, but we feel that 
by allowing him extra time in which to pay, we 
are not causing him any undue hardship. 

I should like to say this about the financial 
histories we get from the patients: In almost 
no instance has the patient objected to giving 
information. These histories are turned in to 
my office. In as many instances as possible I 
telephone the employers of these people. In 
the majority of instances they tell the absolute 
truth; sometimes they overstate their salary as 
much as $5 or $10. 

If this patient came in to the hospital, and 
his wife was earning money, we should natural- 
ly make a higher rate. Then we should have to 
ascertain whether the children were boarded 
out, and what was being paid for their board. 
If her earnings have to go for board of the 
children, we make a lower rate than if they are 
placed with relatives, because we find that 
relatives seldom take money from another rela- 
tive. If the wife is sick, and the husband is 
working, we take into consideration whether 
the children are boarded out or whether they 
are with relatives. The reason we give four 
weeks after the patient leaves the hospital be- 
fore he begins to make payments is that it gen- 
erally requires that length of time before they 
are able to earn money again. 

In the month of January this year I inter- 
viewed 50 persons who were admitted to the hos- 
pitai under this system. Of that 50 who were 
supposed to begin payments March first on bal- 
ances due, 24 have paid in full, 15 have made 
partial payments, and 11 have paid nothing. 

In the month of February 1 interviewed 40 
persons; of that 40, during the month of April, 
17 paid up in full, 11 made partial payments, 
and 12 nothing at all. Between 62 2/3% and 
75% do pay the hospital later. 

Since we instigated this budget system in 
1923 the hospital collections have increased 
$8,000 a year, and Dr. Pollock thinks it is due 
to this method. Last year we had 4,115 part- 
paying patients, and at the present time there 
are only 154 accounts still unpaid. We are 
collecting about 96° from paying and _ part- 
paying patients. 

A Memper: Do you feel that the hospital 
gets more under this system than under the 
old system of flat charges? 

Answer: Yes. Under our flat rate system 
we charged $21 a week for a twelve-bed ward, 
and so much for a five-bed ward. If we charged 
at least $21, people often felt that the rate was 
prohibitive, and would pay the first week, or 
perhaps the first two weeks, but they wouldn’t 
pay the balance due after they went out. 

A Member: How about X-ray or operating- 
room charges? 

ANSWER: Unless they are paying $21 a week, 
we do not charge for the operating-room. If 
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they are paying $21 a week, we feel that they 
cain afford to pay five or ten dollars extra. 

Mr. Ricuarps: I wonder if you could work 
out on that seale the fair charge in the ease of 
» child patient, where the father was getting 
$50 a week, and the family consisted of the 
man and his wife and seven children; he said 
he had no savings. 

Answer: The system doesn’t apply. Where 
the man was earning $50, and had seven chil- 
dren, and no savings, we should probably charge 
for the child about $7 a week. I can’t tell ex- 
actly, but that is approximately what we should 
charge. 

Dr. Hersey: Have. you a printed form of 
these charts? 

Miss Prke: Yes. We have charts for de- 
termining the rate for single persons, and up 
to a family with six children. 

Dr. Hersey: If the patient pays a flat rate 
of $21, then this system doesn’t apply? 

Miss Prxe: If the patient is referred by 
some doctor and pays the full rate of $21, we 
take the patient’s word as to his financial con- 
dition, and in the majority of eases these peo- 
ple pay up. We demand one week in advance, 
except in cases of persons whose standing is 
well known. 

Mr. Wuircner: Referring to the round 
table diseussion regarding collections from 
private patients, can this woman give us an idea 
as to whether the Homeopathic Hospital collects 
from private patients? 

Miss PrKE: No; there is a certain percentage 
of private patients from which we cannot col- 
lect. They haven’t money, or they won’t pay. 
We figure a certain percentage of loss. 

A Memper: How do you handle such ae- 
counts? 

Miss Pike: When patients go out without 
paying we send three statements a month, the 
Ist, 15th, and 25th. At the end of one and one- 
half months we turn it over to the collector. 
They all go through his office. 


A paper on the subject of ‘‘Increasing Hos- 
pial Collections’? was then read by Mr. J. J. 
Weber, Superintendent of Grace Hospital, New 
Haven, Connecticut. 


INCREASING HOSPITAL COLLECTIONS 


_ NATURALLY the interest of hospital executives 
in the subject of ‘‘Inereasing Hospital Collec- 
tions’’ is in direct ratio to the percentage of 
the hospital’s expenses that must be met by 
earnings from patients. The subject is of 
relatively lesser interest to hospitals that are 
blessed with large endowments and that do a 
relatively large percentage of charitable work, 
and that do not have extensive Private Pavil- 
lion facilities. The subject is of greater inter- 
rst to hospitals that have a small endowment 
wud that have a goodly percentage of semi- 
private and private room facilities. 


Grace Hospital of New Haven, Conn., of 
which I am the executive, falls in the latter 
class of institutions, as its annual income yield 
from invested funds is only approximately 
$11,000. Our operating expenses last year were 
$367,718.00 and our corporation expenses, due 
to an inordinately high bend interest charge, 
were $69,506.00, making a total of $487,224.00. 
Approximately 78% of this expense, or $338,- 
969.00, was paid by earnings from patients 
treated both in our Private Pavilion and on 
the wards. From these figures, it must be evi- 
dent to all that the prompt and effective col- 
lection of patients’ accounts is a matter of out- 
standing interest. 


Just as in any line of business, if sales are 
forced or improper representations relative to 
merchandise or service are made cclleetions are 


| harder to make, so we feel that it is a matter 


of the first importance to inform our patients 
or responsible relatives or friends as explicitly 
as possible just what service we render or are 
likely to be called upon to render and what the 
expense for this service will be. 


As we, in common with most hespitals, have 
an elaborate schedule of Daily Rates and Special 
Charges, it has seemed to us that we could place 
this information most effectively in the hands 
of those concerned through the issue of a six- 
page pamphlet in which services and special 
charges are suitably arranged for ready refer- 
ence. In instances where reservations are made 
in advance as is invariably done in maternity 
eases, a copy of this leaflet is mailed to the pa- 
tients or the person who is to be responsible 
for the patients’ bills. In other instances, this 
leaflet is placed in the hands of the individual 
responsible at the time the patient is admitted 
to the hospital. In the latter instance, the mes- 
sage of the leaflet is usually supp'emented by a 
word or two of explanation as t» the charges. 
and other requirements for advance payment by 
the admitting officer. At the bottom of the 
pamphlet’s first page, attention is called to 
the fact that the hospital requires payment for 
one week’s hospital service? in advance, that ac- 
counts are thereafter to be paid weekly in ad- 
vance upon presentation of the will and that 
any balances are to be settled in full on dis- 
charge of the patient. Attention furthermore 
is called to the fact that overpayments will be 
refunded promptly. 


Not only does the matter of informing our 
patients clearly at the very outset as to the hos- 
pital’s charges have a defnite bearing on col- 
lections, but we feel that the quality of the ser- 
vice which we render alse has a very definite 
influence. We try as far as may be not to do 
anything to give our patients an opportunity to 
plead poor or inadequate service as an excuse 
for nonpayment of their bills. Instances do 
oceur in our institution where, through the 
negligence or ignorance of some underling, the 
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patient is given cause for just complaint and 
to that degree makes it harder for the hospi- 
tal to press the payment of its bill with the 
force which properly goes with the conscious- 
ness of work well done. 

A considerable amount of preparation for 
the easy and prompt collection of bills can be 
made at the time the patient is admitted to thie 
hospital. Information thet may prove helpful 
in collecting the account later can be obtained 
at this time far more readily than at any other. 
The exact name and address of the individual 
responsible for the payment of the patient’s 
bill and, if possible, his telephone number, as 
well as the name and address of his employer, 
should be secured at this time. Whether the 
patient is properly a compensation case or pub- 
lie liability case should be definitely established 
at the time of the patient’s admission or as soon 
thereafter as possible. In compensation cases 
the patient’s employer and the latter’s insur- 
ance carrier should be ascertained at once. In 
public liability cases, the full name and address 
of the individual responsible for the accident, 
whether or not he is insured and, if insured, in 
what company. In some instances, it is desired 
to ascertain tactfully whether the individual, 
who signifies a willingness to meet the patient’s 
bill, banks his savings. 

Just as in business, the interval allowed in 
the form of credit extended may dull the de- 
sire to pay, our experience seems to indicate that 
the greater the time elapsed after the patient 
leaves the hospital, the greater is his sense of 
responsibility for the payment of his hospital 
bill dulled. Consequently, we have found ‘t 
eminently satisfactory and profitable in more 
ways than one to have an assistant to the super- 
intendent, who devotes practically all of her 
time to the collection of patients’ accounts be- 
fore the patient is discharged from the hospi- 
tal. Naturally, her constant contact with the 
patients and their relatives and friends places 
her in a strategic position to receive and adjust 
complaints and build up gcod will for the insti- 
tution. The ragged edges of her time are often 
taken up with the preparation of follow-up let- 
ters to patients who for one reason or another 
have bills still remaining unpaid, either in part 
or in full. Oeceupied with other and often more 
responsible duties, the superintendent finds her 
a valuable adjutant. 

As already indicated, we ask payment for 
one week’s hospital service in advance. Not 
knowing what special charges are likely to be 
incurred during the week, we have not found it 
expedient to ask for an advance payment of 
more than the fixed charge of. hospital service. 
If this advance payment is not made within 48 
to 72 hours, the assistant to the superintendent 
brings our policy of advance payment to the at- 
tention of the individual responsible in as tact- 
ful, yet forceful, manner as possible, with the 
result that in many instances payment for the 


first week’s hospital services is made before the 
end of the first week’s stay. 

At the end of each week’s stay, with the ex- 
ception of maternity patients who, on a average 
do not remain with us quite two weeks, we ren- 
der a bill covering a two weeks’ stay. Needless 
to say, most of the special charges incurred by 
patients, such as charges for operating room, 
X-ray pictures, cystoscopi¢ examinations, lab- 
oratory tests, ete., are incurred during the first 
week’s stay of the patient and these, of course, 
are all included in the itemized bi!l submitted 
at the end of the week. Any advance payments 
made are, of course, included as eredits. As al- 
ready indicated, provision is made for the pay- 
ment of refunds. 

Again at this point, if the patient’s bill is 
not paid within 48 to 72 hours after being sub- 
mitted, the assistant to the superictendent gets 
in touch with the individual responsible for 
the payment and reminds him perhaps, under 
these circumstances justifiakle, even forcefully, 
of his obligation. 


As an essential part of our scheme, our ward 
supervisors are instructed to notify the main 
office directly they know a patient has been dis- 
charged by his physician. This gives the main 
office an opportunity to make out the patient’s 
bill in advance of his departure in the event 
that the patient or special nurse has not al- 
ready requested it. 


The hospital expects balances to be settled in 
full upon the discharge of the patient or if, for 
any legitimate reason, a bill cannot be paid in 
full at that time, necessary and desirable ad- 
justments are made and in many instances the 
person responsible for the bill is asked to sign 
a note stipulating exactly when he will pay. 
This note is made out in duplicate. We retain 
the original copy and give the carbon copy 
to the maker for reference. The form which 
we adopted after careful consideration reads as 
follows :— 


I, JOHN JONES, being responsible to Grace Hos- 
pital for $90.00 on account of hospital care and treat- 
ment of MARY JONES, hereby agree and promise 
to make payments as follows: $90.00 in full pay- 
ment July Ist, 


or 
monthly 
$10.00 weekly until paid in full. 
Reference 
Signature 
Witness 


The note contains places for the signature 
of the maker, a witness and for the notation of 
a reference. 

The Rochester General Hospital of Rochester, 
N. Y., has incorporated a step in its scheme 
of collection which we have not as vet adopted. 
Its plan of discharge supplements its plan 
of admission. A patient may not, upon dis- 
charge, leave any floor of the hospital until 
the supervisor of the floor receives a notification 
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from the cashier. This notification is usually|sion data which is often used for reference in 


in writing and reads :— our collection effort. 
As an illustration of the results which we 
“To the Head Nurse MARY SMITH:— 
Final arrangements have been made in the busi- have been able to achieve, the following schedule 
ness office for the discharge of MR. BROWN. of accounts receivable as of May 1, 1927 for 
Signed the past six months will he of interest :— 
Cashier 
Earned Income Unpaid Bal. Percent Av. 
They feel that their chance of getting the bill | November 22942.78 699.18 03 
paid in full if the patient is kep‘ on the floor | December 25187.17 2908.50 1154 
is greater than on their former plan of bringing | J@2U4Ty 28170.11 2174.11 0771 
h tient to the cashier February 27779.11 2509.33 0903 
March 31210.62 4943.79 1184 
If there is any question in our inind as to the | April 32000.00 5282.22 17 


ability of a given patient to hold to his prom- 
ise to pay, we obtain, within 24 hours, a credit 
report from the Credit Bureau of our local 
Chamber of Commerce, w:th whom we have a 
contract under which for the payment of $100.00 
we are entitled to receive 100 written credit 
reports or 150 credit reports transferred over 
the telephone. These reports serve a valuable 
purpose in guiding us in our collection efforts. 
If a patient leaves the hospital without pay- 
ing his bill, an itemized copy of which is sub- 
mitted to him upon his discharge, a statement 
is sent to him at the expiration of ten days after 
discharge. Each day a list of the days’ dis- 
charges are dated ten days in advance and these Discussion 
lists are issued by one of the clerks in the main} Mr. Wuircuer: I should like to ask Mr. 
office to guide her in sending out statements. | Weber if the statement of earnings is the book 
If, within twenty days from tue time the|yalue of ward rate, or what the patient says 
statement is sent out, we d» not reccive a check | he can pay? 
in full or partial payment of the account or] Mr. Weser: We earry the actual ward 
some explanation of why payment is delayed,|rate plus extras. Outside physicians and their 
accompanied by some promise of future settle-| families get 10% discount. 
ment, we begin a series of letters which are sent} A Memprer: Do you make charges for train- 
out from intervals of ten days to two weeks.|jine school students? . 
These letters in the order of their sending read| \Mp. Weser: O, No. We have a definite 
as follows:— (Read Letters, No. 1, No. 2 and | schedule worked out for free service given our 


No. 3.) Not infrequently one or another of | employees, based on length of time employed. 
these letters will bring some form of response, 


but if all three are ignored the account is placed | _ New business was called for by the chairman. 
in the hands of a collection agency about a|None was presented. 
month after the third letter of the series has 
“9 mailed. The accounts submitted to the 
collection agency go to them in the form of a . Nid row 
list giving name and address of the patient, 

pital, Burlington, Vermont. 
_— responsible for the payment of the bill] Vjee-President--D:. Charles H Young, Su- 
address, dates 0: admission and dis- perintendent of Maine General Hospital, Maine. 
veg unpaid balance, amount, if any, which |" Preasurer—Dr. Leslie H. Wrigh’, Peter Bent 
las been paid indicated in red, and any remarks. Brigham Hospital, Boston, Mass. 


In the remarks column any data which we have 
Trust Miss F Hi - 
collected that may be helpful to the collection 
List hi By vote, the Seeretary was directed to cast 
hos fe one ballot for the election of the pzrsons named 
5 counts. or convenient reler-|phy the nominating committee. The Secretary 


ence, the names on each of these lists are num- 
pi, “ha | announced that the vote was east, and the offi- 
bered serially and each list bears a code letter cers were declared bots eae es 


indicating the month in wkich it is compiled. 
To aid us in keeping track of our collection| The retiring President, Di Herscy, introduced 
efforts, we have devised patients’ ledger cards|the new President, Dr. Brown, who said: 
Which are filed under visible index system and| I appreciate very much this honor. I live 
which enable us to make a visible record of our | way off in a border town, far away from the 
collection effort. This patient’s ledger sheet |centre of hospitals; and I think some one here 
contains a carbon copy of the patient’s admis- could serve you very much better than I. How- 


The efficiency of any pian of collection de- 
pends very largely upon the intelligence of the 
person who is carrying it out. Certain excep- 
tions to the rules must cf necessity be made 
from time to time and only a person of judg- 
ment with a fine sense of relative values can be 
entrusted with the responsibility cf determin- 
ing when exceptions may properly be made. We 
do not, of course, ask physicians or members 
of their families for advance payments nor do 
we ask it of well-known persons of established 
financial standing in the community. 


Dr. Stone then reported for the nominating 
committee nominations as follows: 


858 


PROGRESS IN OBSTETRICS—ROCK 


Boston M. & S. Journal 
November 10, 1927 


ever, I will do the best I can, with my coat off. 
I understand the program is nuw completed, 
and the next thing is to adjourn. 
An invitation was given to inspect new con- 
struction at the Massachusetts General Hospital, 


the Palmer Memorial Hospital, the Faulkner 
Hospital, the Peter Bent Brigham Hospital and 
the Boston City Hospital. A vote of thanks was 
given the retiring officers. 

VOTED to adjourn, 1 p. m. 


MEDICAL 


PROGRESS 


PROGRESS IN OBSTETRICS 


BY JOHN ROCK, M.D. 


ProcrEss is change which brings us nearer 
to the truth; but mere novelty may not do 
this. To the reviewer, then, trying to recognize 
progress in obstetrics amongst the mass of pub- 
lished work, there is solace in Herbert Spencer’s 
dictum: ‘‘In every error there is a soul of 
truth’’. By tedious consideration he tries to 
separate the good from the evil. Should he 
err, and offer as a stepping stone for progress 
what is really a slippery slide backward, he com- 
forts himself, with the words of the French 
patriot, the hero and Thomistie philosopher of 
Louvain, Desiré Cardinal Mercier, who taught, 
““the general law of progress is that successive 
generations draw nearer, through fragmentary 
inductions and often by reason of more than 
one mistake, to that which shall finally consti- 
tute a step in advance for thought’’. 


DIAGNOSIS OF PREGNANCY 


Aecepting the demonstration of Frank and 
Nothmann, that alimentary glycosuria is more 
easily induced during the first few months of 
pregnancy in women of normal carbohydrate 
metabolism, than in such who are not pregnant, 
Hirst and Long! have been working for sev- 
eral years on a simplified modification of the 
originators’ technique. They give to a fasting 
patient 7.5 gm. of table sugar for every 10 
pounds of body weight, with a maximum of 
150 gm., and then test, by Fehling’s qualitative 
method, 3 successive specimens of urine ob- 
tained at hourly intervals. ‘‘Of 150 patients 
subjected to the test, 88 were pregnant. Of 
those who were pregnant 83 (94%) reacted 


positively. Of the non-pregnant group, 57 
(92) reacted negatively. Despite the per- 


centage of error, the authors believe that the 
procedure described is the most accurate lab- 
oratory method of diagnosing early pregnancy 
before the gynecological signs appear. 

The test as described is quite the simplest 
method so far suggested. It is interesting to 
consider it in the light of the findings of Stander 
at Johns Hopkins on the blood-sugar in eclamp- 
ties, to which I shall refer later. There is no 
doubt that the growing ovum induces changes 
in the maternal carbohydrate metabolism. This 
becomes an important consideration in arrang- 
ing prenatal diets. 


DIET IN PREGNANCY 


Empirically, high protein intake has been con- 
sidered undesirable from the renal standpoint ; 
and certainly the interdiction of ‘‘meat, fish and 
eggs’’ has seemed to reduce the incidence or 
severity of pre-eclampsia. But now comes Fried- 
man* to warn against an undue gain in 
weight during pregnancy. In his practice, if 
more than two pounds are gained during the 
second month after the patient’s first visit, she 
is ‘‘put on diet eliminating all sweets, potato, 
macaroni, and soups’’. She reports once a week 
thereafter, and further restrictions, presumably 
of carbohydrates, are made as indicated by 
weight. His results are pleasing. There is, he 
says, less gastric distress; shortening of the first 
stage of labor from 10 hours in undieted primi- 
parae to 6 hours in those with restricted diets; 
and average reduction of 6 ounees in the weights 
of babies of primiparae. In multiparae the 
first stage is shortened from an average of 634 
hours to 5% hours; and the babies’ weights 
are reduced from & pounds to about 7 pounds. 
In his series all babies were healthy. The dis- 
advantages he mentions must be considered. 
There is ‘‘lessened vitality or ‘pep’ of patients’’, 
and the possibility of ‘‘increased anaemia’’. 
Kerwin’, of St. Louis, gives a table of aver- 
age gains: from the twelfth week to the twenty- 
fourth week, 814 pounds; from the twenty- 
fourth week to the end of pregnancy, 714 
pounds; from the twelfth week to the end, 1614 
pounds. He concludes, like Friedman, that 
obesity is dangerous and should be controlled 
in the interest of both mother and child. De- 
Lee’, in commenting on this article in his an- 
nual review says that unless the obesity is 
marked he does not prescribe a special diet or 
a great amount of exercise. The necessity of 
carbohydrates will be suggested below in the 
discussion of the toxemias of pregnancy. 

The souree of the excessive gain in weight 
should be borne in mind when arranging re- 
stricted diet lists. Hydramnios is not to be 
treated by starving the mother, nor can edema 
be disregarded as an indication of defective me- 
tabolism which is probably not best treated by 
curtailing the carbohydrate intake. On the 
other hand maternal adiposity can legitimately 
be controlled, and probably should be, but only 
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when due respect is also paid the requirements 
of a ration balanced for pregnancy. <A copious 
supply of vitamins must be insured, as well as 
an adequate supply of inorganic salts. Donald 
Macomber® by experiments with rats has 
rationalized mueh of the heritage of experience 
along this line. He says of calcium, there must 
be an adequate source ‘‘in the diet of the preg- 
nant and nursing woman if the functions are 
to be carried out normally and with a minimum 
of such disturbanees as caries, stillbirths and 
failures of lactation’’. This means that milk or 
calcium Jaetate should be included in the diet. 
The demonstrations of Minot and Murphy® 
should be respected and liver recommended as 
a source of vitamin and iron. 


COMPLICATIONS OF PREGNANCY 


Anemia. Anemia of mild degree is not un- 
common in pregnancy ; and it marked it is dan- 
gerous. Krell’ of New York, after discuss- 
ing two fatal eases, emphasizes the necessity of 
careful blood examination in any case of marked 
pallor, with or without hemorrhage or sepsis. 

Thyroid Dysfunction. Davis* gives tables 
and sets standards for the detection of such ab- 
normality and says, ‘‘if a woman with a normal 
thyroid has sufficient iodine during the course 
of a normal pregnancy, her basal metabolic rate 
will remain within normal limit, although it 
may show a slight increase toward the end of 
pregnancy’’. He also adds, what should be 
kept in mind as we later consider hyperemesis 
gravidarum: ‘‘many of the so-called neuroties 
of the past probably had a disturbance of thy- 
roid funetion’’. Regarding palpable changes 
in the thyroid gland, Hinton® writes: ‘‘Col- 
loid goitre is the one type most frequently en- 
countered during pregnancy, and it is curable 
by administering iodine or thyroid extract’’. 
‘The condition can be cured medically and the 
sooner the treatment is begun the better the 
prognosis. Thyroid extract, 14 gr., three times 
daily tor three weeks out of each month should 
be tried. If this is inadequate the dosage ean 
be increased to as high as 6 to 9 grains daily. 
These patients should not be put on continuous 
medication, as a hyperthyroidism may be pro- 
duced from the medicine. Thyroid extract seems 
preferable to iodine, although the principle of 
the two is the same.’’ Mussey, Plummer, and 
Boothby’? after considering thirty-two cases 
of pregnaney and true hyperthyroidism in the 
Mayo Clinie write that association of these 
two conditions is rare. ‘‘It is noteworthy that 
Serious additional complications were not more 
frequent than is usual in either condition alone, 
aud that therapeutic abortion was not necessary. 
Finally, both the course of pregnancy and the 
maternal and fetal mortality were not appre- 
ciably affected as the result of the syndrome 
due to exophthalmic goitre or to adenomatous 
goitre with hyperthyroidism, nor, on the other 


hand, did the pregnancy render the control of 
these two diseases noticeably more difficult.’’ 

Hyperemesis Gravidarum. To supplant the 
old-fashioned clinical methods of differentiating 
between the benign or neurotic vomiting, and 
the dangerous toxic vomiting of early pregnancy, 
Waters'! gives as the peculiar urinary and 
blood findings in true vomiting of pregnaney : 
‘‘diminution in the alkali reserve and lowering 
of the CO. combining power, and, rarely, low- 
ered blood sugar’’. ‘‘The urinary changes, 
other than those due to dehydration, are an 
increased ammonia coefficient, decreased urea 
output, and the presence of the ketone bodies’’. 
With commendable charity, he believes that *‘ir- 
respective of the initial etiologic agent, ... . the 
patient vomits in spite of herself’’. He adds 
that she stops vomiting when the ketonuria dis- 
appears. To accomplish this his treatment is 
logical: 1000 ee. of 10% Glucose with 20 units 
of insulin, intravenously, every 24 hours until 
vomiting and ketonuria disappear. The fluid 
intake is kept at a minimum of 3500 ee. in 24 
hours. This is given by parenteral instillation 
or subpectoral, if necessary. The upper colon is 
irrigated once or twice a day. Sedatives are 
given if necessary for fatigue, and adrenalin 
exhibited for low blood pressure. Miller’? 
and King™ in the Charity Hospital of New 
Orleans apply many of the same_ principles. 
They use a 5% solution of glucose, with one unit 
of insulin for each 3 gm. instead of each 5 em. 
of glucose, until 10 to 15 units have been given. 
Harding and VanWyck" of Toronto, also 
believe that carbohydrate deficiency or glycogen 
deficiency in the liver is the causal factor in 
toxic vomiting. They give mild eases small 
meals, mostly of carbohydrates. Others get 
daily intravenous and rectal instillations. Such 
prospects as the above men hold forth are very 
pleasing, for the patient with severe toxic vomit- 
ing is in a serious condition. Experience so far 
has taught that if the vomiting persists, the 
liver is ruined and recovery impossible. The 
above treatment, then, to be successful must be 
promptly instituted, and if in vain, good ob- 
stetries still demands prompt emptying of the 
uterus. Polak'® has not emptied the uterus 
for vomiting in 5 years. His treatment is like 
that of Waters, given above, supplemented by 
transfusion if glucose and insulin are not sue- 
cessful. 

Pulmonary Tuberculosis. If, unfortunately, 
science has not found a better way to treat alt 
toxic vomiters than to induce abortion in some, 
this is not true apparently of tuberculous preg- 
nant women. Bridgman and Norwood!” 
have carefully studied, out of 14,000 obstetrical 
patients, 134 who had pulmonary tuberculosis: 
to complicate their pregnancy, and arrive at 
some very interesting conclusions. After com- 
parison with figures of the Board of Health of 
the City of Baltimore they believe that although 
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gestation and the puerperium may serve as a 
final factor to ‘‘break down’’ patients who have 
tuberculosis, there is ‘‘no evidence that preg- 
naney in any way promotes the incidence rate’’. 
After clearly presenting various groups of their 
tuberculous patients with mortality and mor- 
bidity figures, they write: ‘‘It is better for the 
tuberculous not to become pregnant, but the 
risk is by no means prohibitive in inactive cases, 
provided the household duties can be controlled, 
additional rest obtained, and the lesion is of 
the fibroid type and has been quiescent for at 
least three years’’. ‘‘What shall we do in the 
ease of a pregnant woman in whom active tuber- 
culosis is found?’’ ‘‘Treat the tuberculosis to 
the uttermost, and disregard the pregnancy.”’ 
‘¢ Artificial termination of pregnancy is not in- 
dicated (italics theirs), and, in one series, has 
led to a somewhat worse outcome.’’ “‘.... We 
believe that at no stage of pregnaney is opera- 
tion warranted.’’? Thus, is still another com. 
plication by way of being removed from that 
formerly long list which was taken to justify 
the too frequent abortions of only ten years 
ago. The authors do advise sterilization if a 
competent internist can demonstrate that future 
pregnancies are contra-indicated. They advise 
prompt separation of mother and child if there 
are any signs of activity. 

Heart Disease. The problem of the pregnant 
patient with heart disease has been not unlike 
the problem of the tuberculous. In both con- 
ditions, the main treatment is still rest in bed 
and good hygiene; but the cardiologists have 
apparently been unable to increase the efficacy 
of their treatment so that they need not advise 
abortion. The patient with toxie vomiting or 
with exophthalmie goitre or with tuberculosis 
may possibly have her child, but the severe car- 
diae is still subject to interference. Of course 
necessary abortion is not nearly so frequent as 
formerly, so there is great encouragement as 
time goes on. Hamilton and Kellogg’ have 
studied intensively those afflicted with heart 
disease at the Boston Lying-In Hospital, and 
treated them with gratifying results. Experi- 
ence forces them to a commendable conserva- 
tism, which could well serve as a good example. 
They are sure that ‘“‘if a patient with a heart 
disease develops decompensation during preg- 
naney she belongs in a hospital till the preg- 
nancy is terminated’. Interruption is advised: 
(1) for a patient who has or has had clear 
signs of congestive failure; (2) for a patient 
who has a complicating nephritis or hyperten- 
sion; (3) for a patient who has auricular fibril- 
lation, absolute disorder of the heart beat; (4) 
for a patient who has at present a rheumatic 
fever’. “*The majority of multiparous ear- 
diaes’’, they say, ‘‘are safest delivered by forceps 
at tull dilatation from below, with sterilization 
some months subsequently if it is advisable’’. 
‘The indications for sterilization following de- 


livery are the same, by and large, as those given 
for interrupting pregnancy.’’ They further- 
more add, with gratifying discretion, ‘‘we do 
not believe it is justifiable to do a cesarean for 
the sake of sterilization’’; a practice all too 
common, I mght add. Kellogg believes that 
ether is still superior to scopolamin, morphia 
and local anesthesia for cesareans, because of 
the extreme undesirability of nervous excite- 
ment in a patient with severe heart trouble. It 
is fair to say that their choice is not universal 
among the staff of the Boston Lying-In Hos- 
pital, and without intending personal criticism 
I might mention the great importance of surgi- 
eal technique for successful operating under 
other than complete narcosis. Ether is certainly 
better for operations by all but those well trained 
and experienced in the delicate art of operating 
under local anesthesia. A report is given of 
work with the pregnant patients with heart dis- 
ease at Sloane Maternity in New York, by Cor- 
win, Herrick, Valentine, and Wilson’*. Like 
cardiologists and obstetricians everywhere they 
find diagnosis very difficult, and are forced to 
depend more or less on behaviour as a eriterion 
of gravity. They do say, though, that the tradi- 
tionally serious mitral stenosis is surpassed in 
maternal risk by aortic insufficiency. It will 
be remembered that Hamilton, too, warned of 
the danger of hypertension with cardiac disease. 
At Sloane they consider a time factor, as was 
common in tuberculosis five years ago. ‘‘If eir- 
culatory breakdown occurs before the fourth 
month’’, they say, ‘‘abortion is usually wise ; 
if not until later, it is usually possible to carry 
on with safety until term, or until lack of suit- 
able response to medical treatment indicates a 
condition so serious that pregnancy must be 
ended’’. But they wisely modify this by say- 
ing ‘‘no attempt should be made to induce 
Jabor in a badly decompensated patient’’. 

Late Toxemias. Studies made by Stand- 
er'?29?1 and others in Williams’ elinic at 
Johns Hopkins Hospital have thrown a splendid 
searchlight into the stygian depths of eclamp- 
sia and the so-called pre-eclamptie toxemias, It 
dloes seem as if another head of the obstetrical 
hydra should be lopped off soon. These toxemias 
they have finally placed on a logical basis, so 
that now results of treatment in various clinics 
can be compared and rational improvements 
made. They are divided and characterized 
thus: 

1.—Eeclampsia. Convulsion, sudden high 
blood pressure and albumin. Hyperglycemia. 
Increased lactic acid in the blood, not wholly 
due to muscular activity. A decreased CO, 
combining power. Usually no inerease in N. P. 
N., but sometimes a definite increase in B. U. 
N. High urie acid content. Detachment of 
retina or edema of the retina, but never albumin. 
uric retinitis. (This form does no damage to 
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the kidneys and is not a contraindication for 
further conception. ) 
2,—Pre-eclampsia. 
in absence of convulsions. 
est form of toxemia.) 
3.—Chronie Nephritis. Relatively high di- 
astolie pressure and albumin in the urine. High 
N. P. N. Albuminuric retinitis and arterio- 
sclerosis or edema and hemorrhage into the 
retina. (Increased blood pressure and albumin 
are present for weeks after delivery. The con- 
dition progresses with each subsequent preg- 
naney and gives progressive kidney damage.) 
4.—Eclampsia superimposed upon nephritis. 
5.—Low Reserve Kidney. Moderate rise in 
blood pressure to about 150. Small amount of 
albumin in the urine in the last few months. 
Sometimes edema and headache. (Signs dis- 
appear at the end of the puerperium, and the 
kidney is not damaged by pregnancy. ) 


Differs from above only 
(Probably the rar- 


The treatment of patients may well be regu- 
lated by their distribution among these five 
classes. That for those with a ‘‘low reserve kid- 
ney’’ is as the internist would suggest, — res‘, 
elimination, a plentiful supply of water, and a 
moderately low protein intake. In chronie 
nephritis and pre-eclampsia we are concerned 
not only with the mother but the fetus, too; 
for intrauterine death is common. If the nephri- 
tis eannot be controlled and the blood pressure 
diminished by rest and diet, termination of 
pregnaney at viability must be considered. In 
the treatment of these conditions, then, there 
has been no great progress made in the last few 
years. The treatment of pre-eclampsia and 
eclampsia, however, is improving steadily. 
Stroganoff, several years ago, demonstrated the 
value of conservatism in the presence of con- 
vulsions, and his teaching to use morphia and 
scopolamin and wait has been generally ac- 
cepted. Stander*! found in dogs that mor- 
phia raised the CO. combining power, which 
might account in part for its beneficial effect 
in the Stroganoff routine. Davis and Har- 
rar’? of the New York Lying-In Hospital 
assert regarding this drug that ‘‘the results 
for the baby with the larger doses of morphia 
and the now conservative method of delivery 
would indicate that the dangerous effect of large 
doses of morphia on the fetus has been overes- 
timated’’. As Polak'® disregards labor un- 
til full dilatation, so they believe ‘‘obstetric in- 
tervention should be for obstetric indications 
only and not for the convulsions’’. 

Veneseciion has long been practiced to allevi- 
ate hypertension and forfend convulsions in 
pre-eclampsia and eclampsia. Stander”! raises 
the question whether the elevated blood 
pressure may not in itself be a protective me- 
chanism for elimination, and thinks that the 
removal of 750 ec. out of the total volume of 
blood and tissue fluids is probably too little 


to remove an appreciable amount of ‘‘tox- 
ins’’ and more than 750 ee. is dangerous. 

The two newer methods in vogue for treating 
pre-eclampsia are the use of magnesium sulphate 
and glucose with insulin. Of magnesium sul- 
phate, Stander*' believes, from the results 
of experiments with dogs, that it lowers the 
COz combining power, increases the blood sugar 
and gives fatty changes in the liver, results dia- 
metrically opposed to our objective in treating 
eclampsia. His, however, is a lone voice. Laz- 
ard** of Los Angeles caustically attributes 
Stander’s evil laboratory results to excessively 
large doses, and vigorously retains his previous 
position in full favor of the use of the drug, 
giving some highly satisfactory case records and 
results. He asserts that magnesium sulphate 
has no bad effect on the blood, that his continued 
experience with it increases his confidence in it, 
and that, though it is not a cure-all, develop- 
ment of its use should reduce the mortality in 
eclampsia at least to 10%, and possibly to 5%. 
Dorsett?! of St. Louis reported 38 cases with 
the death of only two. Without other medica- 
tion he repeatedly injected 15 ec. of a 25 per- 
cent solution into the buttocks, several of his 
patients receiving as high as 100 ee. of the drug 
in 24 hours. He attributes to its use such de- 
sirable results as relaxation of voluntary muscles 
with no depressing effect on uterine contraction, 
marked diuresis but no purgation. MeNeile and 
Vruwink*® also report good results from the 
Los Angeles General Hospital. The mortality 
rate dropped after general use of magnesium 
sulphate from 36% to 14.8%, a commendable 
improvement, but not comparable to Green- 
hill’s*® report from the Chicago Lying-In Hos- 
pital which quotes a mortality of 7.7% corrected 
to 6.5% among 78 patients. Though magnesium 
sulphate is not one of the major factors in these 
latter figures DeLee* says: ‘‘It is evident 
from the numerous reports that magnesium sul- 
phate can be safely used in eclampsia (all 
forms) and that it helps to reduce the previously 
high mortality’’. MeNeile and Vruwink*® 
give, intravenously, 20 ec. of a 10% solution 
in pre-eclampsia if the blood pressure reaches 
150, and repeat it as increased pressure or symp- 
toms of toxemia indicate. ‘‘ Administration of 
the drug’’, they say, ‘‘is usually followed by 
some reduction in blood pressure, reduction of 
edema (probably including cerebral edema), 
and an increased output of urine. The same 
dose given during the convulsive stage, they 
expect, will ‘‘stop or at least limit, the num- 
ber of convulsions’’. ‘‘The use of this drug ap- 
parently not only controls the convulsions but 
exercises a favorable influence on other symp- 
toms due to acute lesions in the parenchymatous 
organs’’. With the exceptions of restriction of 
diet to no protein or salt, forcing of fluid, and 
catharsis, magnesium sulphate intravenously is 
the only treatment in the routine of the Los 
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Angeles General Hospital. As many as 8 in- 
jections in 24 hours have been given. Polak"? 
recommends a much stronger dose. If morphia 
and venesection do not obtain results he gives 
intravenously 100ce of a 25% solution. This 
seems a little strong, for respiratory failure can 
occur. ‘Termination of pregnancy is indicated 
only when symptoms persistently reeur and do 
not respond to treatment’’. 

Regarding insulin, Stander*! writes: ‘As 
acidosis is the outstanding finding in eclampsia, 
and probably the cause of death, insulin, with 
a protective does of glucose, approximately 2 
gm. per unit, is satisfactory therapy’’. [le and 
Dunean?* believe that hyperglycemia and 
decreased CO. combining power are fairly re- 
liable indices of eclampsia; so, in the presence 
of a COs combining power of 30 or below with 
hyperglycemia, plus coma or semiconsciousness 
following a convulsion, they give from 15 to 
25 units of insulin, with a protective dose of 
glucose as mentioned above. The degree of 
hyperglycemia and the weight of the patient 
determine the amount of insulin to be given. 
Until comparatively recently there was gen- 
eral agreement that the sooner the eclamptic 
patient was delivered the better off she was. 
About three years ago Stroganoff’s method of 
deep narcosis with morphia and scopolamin, to- 
gether with ‘‘masterly inactivity’, was widely 
heralded and pretty generally accepted. It is 
undoubtedly the best treatment outside of thor- 
oughly equipped hospitals and the services of 
really skilled obstetrical operators. After dis- 
cussing in detail 78 cases from the Chicago Ly- 
ing-In Hospital Clinic, with a mortality of only 
7.7%. Greenhill?’ writes these conclusions: 
“As a result of this study, we feel that the 
treatment of antepartum and intrapartum 
eclampsia should not be entirely conservative 
nor entirely radical. However, in experienced 
hands we favor emptying the uterus In most 
cases, and the method selected depends on the 
condition of the patient, the size of the baby 
and the state of the cervix. Where the patient 
is a primipara with a viable baby and the cervix 
is undilated, we prefer to terminate pregnancy 
by a lower cervical cesarean section under local 
anaesthesia as soon after the first convulsion 
zs possible. We believe that all patients with 
eclampsia should be sent to a hospital. When 
a patient must remain at home the treatment 
should be conservative. It should also be eon- 
servative in a hospital when the attending 
physician is not skilled in operative obstetries.’’ 
MeNeile and Vruwink*? believe that ‘‘if 
there is no constant and protracted alleviation 
of symptoms (by repeated injections of mag- 
nesium sulphate) the best interests of mother 
ind baby are served by interrupting the preg- 
nancy’. In the primipara, they, like Green- 
hill, prefer cesarean section under loeal, gas, or 
spinal anesthesia, and in the multipara, more 


conservative measures. Stander*? found that 
whereas ether and chloroform had an undesir- 
able effect on the blood findings, morphia raised 
the COs combining power, and novocaine and 
procaine (even up to 20 ee of a 2% solution) 
had no effect on blood findings. Astley of 
Philadelphia rather favors spinal anesthesia for 
cesarean section on patients with toxemia, and 
gives good reasons from both maternal and fetal 
standpoints. 

Before leaving the subject of the toxemias, 
mention should be made of the suggestion of 
Mussey*® that ammonium chloride is good 
treatment for the edema of the nephritic type 
of toxemia. It should be used only if examin- 
ation of the blood shows urea and alkali re- 
serve, as manifested by a high CO. combining 
power. In such eases he advises rest in bed, 
and limitation of the diet to 1500 calories with 
50 mem. of protein, a minimum of salt, and 
800 ec. of fluid. Ile would then give 10 gm. 
of ammonium chloride daily until the edema 
disappeared. This is given in gelatin capsules 
containing 1.5 em. each. 

Placenta Previa. The ‘‘eauseless, painless 
hemorrhage of the latter half of pregnaney’’ 
is still one of the major complications which 
contributes heavily to both maternal and fetal 
mortality. More progress has been made toward 
diminishing its danger by alacrity of diagnosis 
than by special treatment. The growing reali- 
zation on the part of the profession at large 
that even the slightest red ‘‘show’’ after the 
twentieth week of pregnancy may be the first 
sign of what might terminate months later in 
2 fatal hemorrhage from placenta previa is sav- 
ing the lives of many mothers and babies. Onee 
the condition is diagnosed, the patient must 
either be kept in her bed within easy reach of 
the operating room, until viability is reached 
or treatment forced, or she must be delivered at 
once. Though the best treatment is not clearly 
identified as such, the worst is finally recognized. 
Accouchement forcé is no longer good praetice. 
There is still: difference of opinion as to the 
relative merits of Braxton-Hieks version, the 
use of the Voorhees bag followed by version and 
slow extraction, and cesarean section. Kelloge’s 
conclusions (from his study of twenty-five years 
of treatment at the Boston Lying-In Hospital) 
are worth careful consideration. Although he 
formerly thought that Braxton-Ilicks version 
was the operation of choice, he now believes 
that all central and partial previas are best 
treated by low abdominal cesarean sections 
whether the baby is viable or non-viable, living 
or dead; and that marginal placenta previa is 
best treated by Voorhees bag induction. ‘‘ Hys- 
terectomy’’, he says, ‘‘following section should 
be frequently practiced, each case to be con- 
sidered by itself on the following grounds; risk 
of sepsis from previous history, persistent bleed- 
ing following the section, the number of de- 
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pendent children at home’’. The results during 
thirty vears’ treatment in Karlsruhe lead H. 
Wagner®! to the same conclusion. Like Kel- 
loge he believes that cesarean section should be 
performed for both central and lateral placenta 
previa, even when the child is dead. Both of 
these authorities obviously presuppose excellent 
surgical ability on the part of the obstetrician. 


INDUCTION OF LABOR 


The use of castor oil to induce labor is prac- 
tically in folk lore. Quinine as an adjunct has 
been used for years. Since the active principle 
of the anterior pituitary body has been avail- 
able it, too, has been used. A combination of 
all three given in the proper doses and the cor- 
rect sequence is frequently successful. Mathieu*?, 
of Portland Oregon, had only 3. failures in 
91 attempts by the following method, though 
6 cases required 3 attempts and 20 cases were 
successful only after the second attempt. His 
patients are sent to a hospital, where they take 
” ounces of castor oil and 10 grains of quinine. 
Exactly 2 hours afterward a hot soapsuds enema 
is given. As the enema is about to be expelled 
+ minims of pituitary extract are given hypo- 
dermically. This same dose of pituitary extract 
is repeated every 30 minutes until labor starts 
and no longer. Failure is admitted and the pro- 
cedure stopped if 8 hours pass without labor 
being started or if there is absolutely no sign 
of any effect toward the induction or if the con- 
tinual use of the hypodermic is too trying to 
the mother. In such cases, the mother is given 
an hypnotic sedative and after 24 or 48 hours 
the induction is again started.  Scott®’ of 
Toronto, says that the use of castor oil and 
quinine is practically free from maternal dan- 
ger if properly used, that tetanic contractions 
can usually be controlled by the administration 
of an anesthetic. Gellhorn*' is not so sure 
there is no danger in using quinine. He has 
searched the literature on its use and finds only 
Povak fearful of it. He warned of its danger in 
his Thése de Paris in 1878. Gellhorn recites 
in detail one ease of cessation of fetal movement 
on the day of exhibition of 30 grains of quinine 
and 4 tablespoonsful of castor oil with subse- 
quent delivery of a macerated fetus. He men- 
lous one other ease of fetal death apparently 
comeident with the exhibition of quinine. He 
‘hinks that in the former ease, signs of intra- 
iiterine death oceurred so promptly after the 
ingestion of quinine that causal relationship be- 
iween the two must be assumed. 

Until quite recently pituitary extract was al- 
Ways given intramuscularly if prompt and cer- 
‘ain action were desired. Now at Johns Hop- 
sinus’, they are giving it intranasally, 15 
minims on a eotton plug inserted just under 
‘the inferior turbinate. Good results are ob- 


tained, and there is the added advantage of ac- 
cessibility of the unabsorbed portion if the dose 


appears to be too strong. Knaus**, of Eng- 
land, writes of the extract: ‘‘When admin- 
istered by mouth, after a latent period of about 
8 minutes, it exerts a marked action on the 
uterus, increasing both the tone and automatic 
movements’’. 


ANALGESIA 


No startling progress has been made in the 
very important matter of diminishing the pain 
of labor. Harrar*? of the New York Lying- 
In Hospital staunchly upholds their method of 
analgesia devised by Gwathmey. He reports 
pain relieved in 85% of cases. ‘‘In 5800 an- 
algesized labors we have observed no increase 
in asphyxia or in the stillbirth rate. There 
is no prolongation of the perineal stage or in- 
crease in forceps delivery. The only contrain- 
dication to the procedure is uterine inertia and 
the only restriction is not to start too soon. The 
woman should be in active labor: that is, pains 
every four to five minutes, lasting forty seconds 
by the watch, and in a primipara, preferably 
the cervix should have attained a dilatation of 
two or more finger tips’’. Then he boldly says: 
‘*We are assured that this is the safest and most 
effective manner of relief of the pain of child- 
birth over a period of hours that has yet been 
devised, and are convineed that it will abolish 
the most dreadful part of the ordeal of labor 
without danger to either the mother or her 
baby’’. ‘* ’Tis a consummation devoutly to be 
wished.’’) The method has not been changed: 
morphia and magnesium sulphate intramuscu- 
larly, followed by rectal instillation of a mixture 
of ether and a little quinine with either olive 
or mineral oil. The details of the administra- 
tion of these common drugs must, however, be 
scrupulously observed. 

Of late, it seems, the combination of morphia 
und scopolamin, is returning to vogue, though 
used with much more delicacy and care than in 
the discredited ‘‘twilight sleep’’ technique. 
Carter**, of Tuskegee, uses pantopon instead 
of morphia, planning thus to avoid the headache 
and vomiting so frequently induced by morphia. 
His first dose consists of 1/3 grains of pantopon 
and 1/100 grain of secopolamin. One hour later 
he repeats the latter, and then gives either 
1/200 or 1/400 grain as often as is indicated 
by the susceptibility of the patient, and the 
progress of the labor. Reminiscent of Haryrar, 
above, Carter considers his method a_ perfect 
first stage anesthetic. 


TECHNIQUE OF DELIVERY 


The more general use of hospitals for confine- 
ments, and the improvements of antisepsis and 
operative technique make advisable, sometimes, 
procedures which would otherwise be certain- 
ly meddlesome if not dangerous. Carrell*® be- 
lieves the pain and some of the danger of the 
second stage of labor can be diminished by elec- 


\ 
‘ 


864 


PROGRESS IN OBSTETRICS—ROCK 


Boston M. & 8. Journa) 
November 10, 1927 


tive median incision of the perineum down to 
the superficial fibres of the anal sphincters, 
with lateral extension, on one side or the other. 
through the posterior fibres of the levator- an 
musele. ‘‘The incision should be’’, he says, “‘a 
method of choice, and not one of necessity’. 
Henkel’? also believes in such interference as 
soon as the perineum bulges. 

The search for the origin of cancer has led 
men to view with great concern neglected tears 
of the cervix. There can be no doubt that can- 
cer at least develops more easily, if indeed it 
is not originally inaugurated, by partially healed 
lacerations. Farrar’! stresses the likelihood 
that cancer will develop in the cervix in which 
erosion, eversion, and cystic changes have fol- 
lowed laceration. He advises early repair after 
childbirth. Titian Coffey, of Los Angeles, has 
done this for 16 years, says N. H. Williams”, 
who now repairs all torn cervices on the 
ninth day postpartum. About examination 6 
weeks after delivery, he writes: ‘‘The cervix 
is then well healed, scareely any sear is visible, 
the os is small and round, admitting only the 
tip of a uterine sound’’. McDonald", of 
Duluth, is even more ardent. ‘‘Immediate re- 
pair’’, he says, ‘‘gives satisfactory results and 
anu be carried out at once’’, in spite of un- 

due manipulation and danger of infection. If 
delivery through an undilated cervix is justifi- 
able, he adroitly argues, repair is equally so, 
‘since the second (procedure) is but the nee- 
essary completion of the first’’. DeLee’ also 
favors immediate repair. 

During the last year interest has rapidly 
grown in the question of the besi location for 
the cesarean incison; whether it should be in 
the fundus or through the lower uterine or 
cervical segment. Many advantages are claimed 
for the latter approach: the suturing is in the 
non-contractile portion of the uterus, so healing 
should be more certain; convalescence is apt to 
be easier; there is less danger of sepsis in in- 
fected cases; there are fewer adhesions, none 
between gut and uterus; and it is said to be 
safer to permit subsequent delivery from below 
than in the, so-called, classical method. Wetter- 
wald**t, of St. Gall, Switzerland, has some- 
thing to say about the relative soundness of the 
sears after reviewing some 3600 reported cases 
of the cervical operation. He found one rupture 
reported for every 300 operations, an incidence 
of 0.36%. He gives the ineidence after the 
classical operation as from 1 to 4%. DeLee, 
of course, has well advertised his firm belief in 
the lower ineision. Polak*® also makes this 
his routine technique. The procedure advised 
by Munro Kerr*’ of Edinburgh is_ probably 
the best. The patient is placed in Trendelen- 
burg position and a low longitudinal incision 
is made into the peritoneal cavity. Low on the 
anterior wall, below the fold in the visceral 
peritoneum a convex transverse incision is made, 


with the convexity downwards: this is to avoid 
the large lateral vessels. The head is forced 
into the incision by pressure on the fundus and 
grasped with short forceps. The delivery is 
then completed by further pressure on the fun- 
dus. In infected cases, the cord is dropped 
back, and the placenta after spontaneous separa- 
tion is expressed through the cervix, when the 
abdomen has been closed. In suturing the 
uterine wound close attention is paid to both 
ends of the incision. 
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MAJOR J. P. COUPAL LAYS GAIN 
CANCER TO LONGER LIFE SPAN 


‘“‘TIUMAN cancer is on tne inerease,’’ says Ma- 
jor Coupal. ‘‘Just what the absolute increase 
mounts to is difficult to deterrwine. The figures 
advaneed by various authorities differ in so far 
as they’ have been compiled from different 
sources and angles of approach. The highest 
percentages of increase have been derived from 
the census mortalities; the lowest have usually 
been obtained frem the clinical, biopsy and post- 
mortem data. 

“J. W. Schereschewsky in a study of a con- 
tinuous twenty-year period, estimates this in- 
erease at 46 per cent., basing his figures on one 
of the most reliable sources of human mortality 
in the civilized world, the ten original registra- 
tion areas of the United States. He covers the 
period from 1900 to 1920. 

‘‘F. L. Hoffmann, using as data the death rate 
in twenty-three American cities with a popula- 
tion of more than 20,000,00 in 1925, reports an 
increase of 50 per cent. in deaths from cancer. 
He claims that this inerease is real and not 
apparent. 

‘‘A conservative estimate suggests that the 
mortality statistics which when averaged, show 
an inerease of 50 per eent. in the deaths from 
cancer in the last three decades, should be inter- 
preted as follows: Thirty per cent. is due to bet- 
ter diagnosis and greater accuracy in reporting 
causes of deaths. Ten per cent. represents an 
actual inerease in the incidence, due to the 
greater number of individuals, with no greater 
susceptibility to this condition than the persons 
who reached the cancer age twenty years ago, 
and who now attain it to swell the numbers that 
succumb to this dread incubus. The remaining 
10 per cent., another real increase of incidenee, 
1s probably due to a larger number of individ- 
uals reaching the later decades of life, with those 
somatic defects of tissues and organs which are 


IN 


thought to raise their chances of having can- 
cer.’’ 

Major Coupal then declares that conservative 
clinicians contend that 30 per cent. of cancer is 
being cured. 

‘* What does this mean?’’ he continues. ‘‘This 
30 per cent. of cures is obviously missed in a 
study based on mortality rates. On the other 
hand, this percentage is computed for the most 
part on the so-called operable cases, and for this 
reason represents only about 50 per cent. of the 
totally observed clinical incidence of this dread- 
ed scourge. 

‘‘Therefore, one-half of this 30 per cent. of 
cures or 15 per cent., must be added to the mor- 
tality rates, making an actual net increase of 35 
per cent., which probably represents the actual 


, increase of the menace of cancer to the human 


race, not explainable in any way except pos- 
sibly in the changing human habits brought 
about by modern civilization, since this inerease 
is not observed in virgin races.’’—New York 
Times. 


METHOD OF STERILIZATION OF 
THERMOMETERS REVISED 


THE experience of the United States Naval 
Medical Supply Depot shows that the steriliza- 
tion of clinical thermometers by immersion in a 
10 per cent. solution of liquor formaldehyde 
(made by diluting one part of liquor formalde- 
hyde with three parts of water) insures a solu- 
tion with a potent germicidal activity. It has 
been found that such formaldehyde solution not 
only does not affect the pigment on clinical ther- 
mometers, which is readily removed by other 
disinfectants, but even fixes this pigment. 

Field stations of the Bureau will adopt this 
method of sterilization of clinical thermometers. 
The solution of formaldehyde so prepared, being 
volatile, must be renewed at frequent intervals. 
--U. S. Daily. 


CO-OPERATION AIDS HEALTH 
PROMOTION 


SERVICE RENDERED IN RuRAL COMMUNITIES 
OUTLINED IN YEARLY REPORT 


COOPERATIVE rural health work carried on by 
the United States Public Health Service with 
state health agencies during the fiscal year end- 
ed June 30 ‘‘yielded results exceeding in value 
many fold the cost of the work,’’ according to 
a statement made public October 27 by Surgeon 
L. L. Lumsden, of the Public Health Service. 

During the year the Service codperated in 
demonstration projects in rural health work in 
86 counties in 18 States. 

The 86 codperative projects in the fiscal year 
ended June 30, 1927, yielded results exceeding 
in value manyfold the cost of the work.—JU. S. 
Daily. 
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CASE 13451 
TUMOR UNDER THE LEFT RIBS 
MEDICAL AND SURGICAL DEPARTMENTS 


First admission. A carpenter thirty-five year's 
old entered the hospital Mareh 7 complaining 
of enlargement of the abdomen. 

For the past five years he had had attacks of 
diarrhea with watery stools about once in two 
weeks accompanied by nausea occurring early 
in the morning and stopping atter one or two 
good movements. During the past year he had 
had cramps in the arm and calf muscles weekly. 
Seven months before admission he found that 
he became easily fatigued and that trivial things 
annoyed him. He felt something hard in the 
left upper quadrant. This mass increased in 
size. The other symptoms continued with little 
change until a month before admission. His 
diet had been very largely meat with very little 
vegetable food until the past four months, when 
he had substituted cereal for much of the meat. 
A month before admission fatigue became more 
marked and he had edema of the ankles during 
the day, disappearing overnight. The left up- 
per quadrant mass became rapidly much larger, 
extending below the umbilicus and slightly to 
the right of the midline. His appetite was good, 
but a very little food made his stomach feel full. 
He had frequency and urinated two or three 
times at night, he thought because of the pres- 
sure of the mass upon his bladder. Two weeks 
before admission he consulted a physician who 
sent him to a hospital. His symptoms were not 
relieved. 

His family history is negative. 

He had pneumonia five times between the ages 
of three and twelve. He had malaria two sum- 
mers in succession when he was ten and eleven 
years old. At fifteen he had jaundice. About 
this time he had rather frequent nosebleeds, 
usually from the left nostril. At twenty-five he 
had a light attack of influenza. He denied ven- 
ereal disease. His best and usual weight was 
150 pounds, his present weight 152. 

Clinical examination showed a well nourished 
man. Some pyorrhea. Apex impulse of the 
heart visible and palpable in the 5th space 11.5 
centimeters to the left of midsternum, 4 centi- 
weters outside the midelavicular line, coinciding 


with the left border of dullness. No other en- 
largement to pereussion. Sounds and action 
normal. Pulmonie second sound greater than 
the aortic second. <A soft blowing systolic mur- 
mur at the base, heard better over the pulmonic 
area. Abdomen much distended. A hard slight- 
ly tender mass, notched just above the umbili- 
aus, extended far into the bottom of the left 
lower quadrant. The splenic dullness extended 
from the 8th left interspace down over the left 
midaxillary line. Right lower quadrant tym- 
panitic. Liver edge not palpable. Slight ten- 
derness in the left costovertebral region. No 
signs of fluid in the abdomen. On the left fore- 
arm there was a small soft tumor, probably 
lipoma. Cienitals, rectal examination, pupils 
and reflexes normal. 

Amount of urine normal on the one occasion 
recorded, specific gravity 1.015 te 1.025, urine 
slightly turbid at two of four examinations, a 
slight to the slightest possible trace of albumin 
at three, 5 to 10 leucocytes per high power field 
at one sediment examination, occasional red eells 
at another. Blood: 110,600 to 553,600 leuco- 
eytes, 58 to 47 per cent. polynuclears, 32 to 22 
per cent. myelocytes, 2 to 6 per cent. lympho- 
cytes, 0 to 4 per cent. large mononuclears, 4 to 
3 per cent. eosinophiles, 1 to 4 per cent. baso- 
philes; at one count 13 per cent. myeloblasts, 2 
per cent. unelassified ; normoblasts in two counts 
2 to 7; hemoglobin 55 to 65 per cent., reds 
2,840,000 to 3,796,000, some anisocytosis at two 
examinations, poikilocytosis at one, moderate 
achromia and polychromatophilia at the other. 
Platelets seemed reduced once. Wassermann 
negative. Non-protein nitrogen 62 milligrams. 
Fragility 5.8—3.4. Clotting time 7 minutes, re- 
traction good. Ieteric index 3. Basal metabolic 
rate Mareh 14 +37, pulse 72, weight 62.7 kilo 
grams; Mareh 16 rate +27, pulse 74, weight 
62.5 kilograms. Uric acid 6.4 milligrams per 
100 ecubie centimeters of blood. March 16 uric 
acid 0.675 milligrams in 1 cubie centimeter of 
urine, 1,518 milligrams in 24 hour urine; Mareh 
17 0.476 milligrams in 1 cubie centimeter of 
urine. 

March 17 X-ray treatment was started. The 
patient felt much better and the spleen became 
much smaller. There was some improvement 
in the peripheral blood, but the leucocyte count 
remained 307,000 March 26. March 27 he was 
discharged to the Out-Patient Department and 
the X-ray Therapy Clinie. 

History of interval. X-ray treatment was 
continued to June 22. His condition improved 
markedly. He felt very well and worked stead- 
ily up to the time of his second admission. He 
had no anemia or swelling of the ankles and did 
not tire so easily as before his first admission. 
May 23 blood examination showed 18,350 leuco- 
eytes, 70 per cent. polynuclears, 32 per cent. 
lymphocytes, hemoglobin 70 per cent., 5,520,000 
reds. At this time a medical consultant found 
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him looking and feeling well and recommended 
splenectomy. The spleen was smaller. June 25 
he was feeling well and had no symptoms. His 
spleen was larger. The white count was 55,000. 

Second admission. August 10 he entered the 
hospital for the second time. He understood 
the course of his disease and was ready to accept 
the chanee of benefit from splenectomy. At 
the time of his second admission he thought the 
spleen was slightly larger than in June. 

Clinical examination showed an extremely 
healthy looking young man, up and about. The 
examination was negative except for several pea- 
sized glands in the axillae, the small tumor on 
the left forearm previously noted, and the splen- 
ie mass, now about 4 fingerbreadths below the 
costal margin in the midclavicular line and just 
at the costal margin in the midaxillary line. 
The liver was just felt in the costal margin. The 
contour of the abdomen was normal. 

Before operation amount of urine not record- 
ed, urine cloudy at one of two examinations, 
otherwise normal. Blood before operation: 
45,200 leucocytes, polynuclears 64 per cent., 
lymphocytes 2 per cent., large mononuclears 6 
per cent., eosinphils 1 per cent., basophils 15 per 
eent., myelocytes 8 per cent., transitionals 2 per 
eent., hemoglobin 80 per cent., reds 5,400,000. 
Smear normal except that the platelets were 
somewhat diminished. Icteric index 10. 

August 12 the spleen was removed. It weighed 
720 grams and measured 20 x 10 x 5 centi- 
meters. The liver was normal in appearance. 
There was no sign of bleeding when the opera- 
tion was finished. There were no dilated ves- 
sels. The patient did well until late that night. 
Then he had acute abdominal hemorrhage. The 
abdomen was opened under novocain. Bleeding 
was found everywhere, including the abdominal 
wall, where there were several clots. A large 
amount of blood was found in the abdomen but 
no one source could be made out. The bleeding 
seemed to come from the bed of the spleen. It 
was impossible to find the pedicle. The wound 
was packed. Considerable blood from the ab- 
dominal cavity was citrated and put back into 
the circulation. 

The following day there was only slight stain- 
ing of the dressings. The temperature was 101°. 
The patient did well until midnight, when the 
temperature started to rise. At half past three 
the radial pulse and the blood pressure could 
not be obtained. The pulse was 150 over the 
precordium, the temperature 107°, the respira- 
tion 40. Intravenous saline brought the blood 
pressure to 90/60. When donors arrived two 
hours later the condition was hopeless, so no 


transfusion was done. That morning, August 
14, he died. 


DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


The past events here, infections, nosebleeds, 
ete., are not such as can throw any particular 
light upon a case of which the outstanding 
symptom is the rapidly growing mass in the left 
hypochondrium. That is a rare place to meet 
with such masses, and when one does they are 
almost always the spleen. Now enlarged spleen 
in this climate, (as contrasted with tropical re- 
gions, in which there are many causes for en- 
larged spleen,) is almost always due to leukemia, 
much less often to Hodgkin’s disease, Banti’s 
disease or the other growths that can involve 
that organ. There does not seem to be enlarge- 
ment of the abdomen elsewhere, or any ascites 
from the account as given. Therefore anyone 
reading the case so far would naturally think 
of leukemia first. 


NOTES ON THE PHYSICAL EXAMINATION 


This is the sort of heart one would expect 
when there is a certain amount of anemia or 
other cause for general weakness without le- 
sions in the heart itself. 

The physical examination has apparently 
shown that this mass, as we conjectured, is the 
spleen, and that there are no other abnormal 
masses present. 

There is nothing obviously amiss with the kid- 
ney. 
The blood proves that this is the myelogenous 
type of leukemia. There is secondary anemia 
with the leukemia, and reduced platelets, which 
is strange. Ordinarily platelets are increased in 
this disease. 

The basal metabolism is what we expect when 
there is such a tremendous production of new 
cells as occurs in leukemia. We are not at all 
surprised by this metabolic rate. 

There is an extraordinary reduction after 
X-ray treatment from half a million to 18,000 
leucocytes, and the differential count is prac- 
tically normal. The most unusual thing is that 
the reds have gone up to five and a half millions. 
We do not often get such a good result even 
temporarily, from treatment of leukemia. 

The red cell count of five and a half millions 
is very much the best symptom. If the reds 
can be kept there it does not matter how many 
whites there are. In most cases nature cannot 
keep the reds elevated because they are driven 
out by the overgrowth of whites. 


DIFFERENTIAL DIAGNOSIS 


He died, of course, as the result of the opera- 
tion. But for the operation he would have lived 
a good deal longer. There are very few cases on 
record in which it seems clear that splenectomy 
has prolonged life. It can be said that neither 
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does X-ray. Dr. George R. Minot’s figures show 
that although we can make the patient feel bet- 
ter, bring down his spleen and normalize his 
blood, he does not live any longer under X-ray 
treatment than under any other. 

There is no need of further discussion here, 
because we have had the essentials of the necrop- 
sy already through the blood examination. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Myelogenous leukemia. 
Post-operative hemorrhage. 


DR. RICHARD C, CABOT’S DIAGNOSIS 
Myelogenous leukemia. 
ANATOMIC DIAGNOSES 
1. Primary fatal lesion. 
Myelogenous leukemia. 
2 Secondary or terminal lesions. 


Operative wound, splenectomy. 
Post-operative hemorrhage. 


Dr. Mautiory: The death was of course the 
immediate result of the operation, and the only 
real interest in it was that the pedicle of the 
spleen was found. The vessels were firmly tied. 
The bleeding was a diffuse type from the entire 
bed from which the spleen had been removed. 
The spleens of leukemia often have adhesions 
about them, particularly following X-ray treat- 
ment. 

The reduced number of platelets is probably 
of some significance, because the bleeding 1s 
much more marked than is customary. But 
there was certainly no technical error on the 
part of the surgeon. Everything had been done 
as well as possible. 

Dr. Casot: Have you any comment, Dr. 
Young? There were no signs of bleeding and 
no dilated vessels at the end of the operation. 

Dr. Youne: I do not think I have anything 
to add. I have an impression that splenectomy 
in leukemia carries a very high mortality for 
some reason. I do not believe the bleeding here 
was any more than the general ooze that often 
occurs in these cases. Where there is a great 
deal of perisplenitis it is often very difficult, if 
not impossible, to control all the oozing. 

Dr. Casor: I do not think that is quite so. 
Some of the Mayos’ leukemic patients have not 
died after splenectomy. 

Dr. Mauuory: Dr. Vincent has done a few 
leukemie spleens here, too, that have not died. 


NOTE BY DR. A. V. BOCK 


Splenectomy was @one in this case after 
months of consideration. Our idea was based 
on the following facts: 

In the early stage of the disease response to 
X-ray therapy is immediate and remarkable. 
The spleen shrinks in size, the white blood cells 


are reduced to 20,000 to 30,000, leaving very 
few abnormal cells in the blood, and the general 
well being of the patient is greatly improved. 
The result suggests that in the spleen is located 
the stimulating factor causing the spread of the 
disease. Given an early case, having no anemia. 
and showing a typical response to X-ray ther- 
apy, the evidence suggests that invasion of the 
bone-marrow by the tumor is not extensive and 
that further spread might be prevented by re- 
moval of the spleen. In the cases reported in 
the literature the data given are insufficient to 
enable one to judge the relationship between the 
blood findings before and after X-ray treatment. 

In the present case, the disease having been 
thoroughly discussed with the patient, we be- 
lieved that life could be prolonged beyond the 
period of expectancy by splenectomy because 
of the above considerations. On November 4, 
1916, Dr. Vincent removed the spleen in a case 
of myelogenous leukemia then in an aleukemic 
phase. The patient has not had symptoms re- 
ferable to leukemia although she has had a white 
count of 25,000 to 30,000 ever since operation, 
with a microscopic blood picture characteristic 
of myelogenous leukemia. 


A second case done by Dr. Brewster in private 
practice three and a half years ago is still well 
and has had no symptoms since operation.* 

The case we are now considering brings up a 
new problem. No abnormalities were found in 
the physical characteristics of his blood, i. e., 
bleeding time, coagulation time, and clot retrac- 
tion. The cause of death was hemorrhage which 
cannot be accounted for by the surgical tech- 
nique. Changes appear to have occurred in 
the blood promoting hemorrhage almost imme- 
diately after splenectomy, a condition certainly 
not uniformly observed after splenectomy for 
this disease. The situation in this case is analo- 
gous, although in the opposite direction, to that 
occurring after splenectomy in thrombopenic 
purpura, where removal of the spleen is prompt- 
ly followed by complete checking of hemorrhagic 
tendencies. Bleeding as a result of operation 
was unforeseen by both Dr. Vincent and myself. 
In spite of the outcome in this instance I do not 
believe that splenectomy should be abandoned 
in myelogenous leukemia because of results re- 
ported in the literature. 


NOTE BY DR. BETH VINCENT 


From the surgical point of view the most dis- 
turbing feature of this case was the fact that 


*Note by Dr. G. W. W. Brewster: This was a woman of sixty- 
five. She had known she had an abdominal tumor for four 
months. There was a solid, hard, nodular, movable tumor fill- 
ing the left half of the abdomen. Nothing was felt by vagina. 
The upper limits of the tumor could not be made out. The pre- 
operative diagnosis was solid tumor of the ovary, malignant, 
or fibroid, or malignant tumor of the omentum, or multilocular 
cystic disease. April 11. 1924, operation was done. The tumor 
proved to be en enormous spleen. It was removed. Dr. H. F. 
Hartwell made a pathological report of splenic myelogenous 
tumor. Dr. Maurice Fremont-Smith confirmed the diagnosis 
by blood examination. Today, October 24, 1927, the patiengle 
physician reports that she is perfectly wel! clinically, with no 


symptoms. 
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this uncontrollable pathological bleeding di: 
occur after operation in a patient whose blood 
had been very earefully studied before opera- 
ation without giving any suggestion that bleed- 
ing of this abnormal type would occur. 


CASE 13452 
CARCINOMA OR DIVERTICULITIS? 
SuRGICAL DEPARTMENT 


A married Englishwoman fifty-three years 
old, a weaver, entered the hospital June 6 com- 
plaining of pain in the left lower quadrant and 
constipation. 

For three years her bowels had been more or 
less constipated, more so for the past year, and 
severely constipated for the past six months. 
There had been no periods of diarrhea. For 
six months she had had some tenesmus, severe 
for five months. She had had much eructation 
of gas and frequently considerable swelling and 
tenderness of the abdomen. For six months she 
had had occasional severe cramp-like pains in 
the lower abdomen especially following eating 
and especially marked in the left lower quadrant. 
The attacks were almost invariably accompanied 
by vomiting with relief. Six weeks before ad- 
mission her condition became acute. She went 
to a hospital and was operated upon. Because 
of unsatisfactory post-operative conditions she 
was referred to this hospital. . 

Her mother had epilepsy and died of heart 
disease. One brother died of tuberculosis. 

Her past history was negative except for a 
‘‘breast abseess’’ eighteen years ago and the 
operation mentioned. During the past year her 
menstruation, previously very regular, had been 
very irregular. 

Clinical examination showed a well nourished 
woman lying comfortably in bed. Slight psy- 
chomotor retardation. Heart and lungs normal. 
Blood pressure 180/120. Radial arteries mod- 
erately thickened, with slight tortuosity and 
beading. The abdomen showed an eroded ulcer- 
ated stoma in the midline halfway between the 
pubis and the umbilicus, its edges red and very 
tender. The skin had been partially digested 
away because of the spilling of cecal contents. 
The stoma admitted a number 15 French cath- 
eter 12 inches without difficulty. Large quanti- 
ties of golden brown frothy discharge with an 
odor of fermentation exuded from the stoma. 
Numerous sudden gurgles of peristalsis could 
be heard without the aid of the stethoscope. The 
abdomen was distended with gas, making palpa- 
tion for masses unsatisfactory. Rectal examina- 
tion showed much tenderness, no masses. Pelvic 
examination showed a second degree laceration 
of the perineum and purulent cervical discharge 
tinged with blood. 

Before operation amount of urine not re- 
corded, specific gravity 1.005, urine otherwise 


| negative. Blood: hemoglobin 70 per cent., reds 
4,600,000. Wassermann weakly positive. Non- 
protein nitrogen 29 milligrams. Blood chloride 
532 milligrams. Stool negative. 

X-ray examination with a barium enema 
showed apparent obstruction to the barium at 
the midportion of the sigmoid loop. The pa- 
tient was unable to retain the barium after the 
injected material had reached this point. 

Before operation temperature 98.2° to 99.2°, 
pulse 90 to 120, respirations normal. 

June 9 operation was done. Two days later 
the patient was fairly well. The abdomen was 
slightly distended. The fluid intake was not so 
high as it should have been at first, but by the 
12th was satisfactory. There was no vomiting. 
There was much tenderness in the left flank. 
The temperature was 102.8° June 10, after- 
wards 98.4° to 99.8° for the next three days. 
The night of June 11 she was irrational. June 
12 there was good drainage and she was feeling 
better. June 17 the flank was incised in two 
places and wicks drawn through. Almost noth- 
ing was obtained. 

June 23 a medical consultant found the heart 
rate 130, regular, no murmurs, the blood pres- 
sure much lower than at entrance and consistent 
with the tachycardia. There was no heart fail- 
ure or history of heart symptoms. The cause 
of the tachycardia was not clear. He advised 
digitalization in case the rate was maintained 
without variation for the next few days. 

June 25 the patient was weaker, the pulse 
very poor. The following day it was almost un- 
obtainable. Digitalis was begun. The next day 
the patient felt better and appeared stronger. 
The pulse was bettér. June 29 the pulse was 
lower, the temperature about normal, the wound 
about the same. June 30 the patient became 
somewhat irrational. July 2 she died. 


DISCUSSION 
BY EDWARD L. YOUNG, JR., M.D. 


From the diagnostic viewpoint the left lower 
quadrant is different from the right upper quad- 
rant in that we have fewer conditions which can 
cause pain; and here, with a period of three 
years during which this trouble had been pres- 
ent, a number of conditions are ruled out, such 
as the acute inflammatory ones which have to get 
relief within a short time. So it leaves us with 
relatively few things that ought to be making 
trouble. There is the suggestion in the story, 
with the constipation, the tenesmus, and the 
vomiting and cramp-like pain, that it is intes- 
tinal. That story can come, rarely with a colicky 
pain, from trouble in the urinary tract; but 
with it, when it has gone for three years, there 
is some reference to the kidney in other signs 
and symptoms; it can be in a woman something 
to do with her pelvic organs. But it is much 


more the story of a hollow viscus, and that hol- 
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low viscus the large bowel. Carcinoma, which 
we think of always after fifty in this part of the 
bowel, is as a rule evidenced by mucus, pus, 
blood, or diarrhea at some time during the stage 
of trouble. Chronic infectious colitis does not 
as a rule exist without evidence of ulceration, 
because that is the basis on which we make the 
diagnosis. Diverticulitis can be present without 
causing blood or pus or diarrhea, and can go on 
to more and more contraction from the inflain- 
matory process around the bowel. This record 
does not tell us what the acute condition was, 
but the fact that these pains have been pains of 
tenesmus and cramp-like gives the suggestion of 
increasing obstruction. 

So that I assume the patient went to the hos- 
pital for intestinal obstruction, and that they 
did some palliative operation to give her the 
first-stage relief. 

Of course at fifty-three she is coming to the 
time of menopause, which may be and probably 
is the whole story of the irregularity in men- 
struation. 

Cecal contents, except in eases of extreme 
rapidity of peristalsis of the bowel, should not 
erode. 

This discharge suggests a fistula in the small 
bowel, and of course if it is in the small bowel 
it is not cecal but it is entitled to cause erosion. 

Wassermann positive on one occasion is of no 
importance. 

The X-ray backs up our logic as to the seat 
of trouble in the sigmoid, but does not help us 
as to what that obstruction is. It may be mal- 
ignancy in spite of the absence of blood and pus 
in the bowel movements, or it may be diverti- 
culitis. The rest of the story suggests that in 
spite of the enterostomy there is obstruction at 
present. 

I think I should say diverticulitis with in- 
flammatory stricture of the sigmoid first, and 
malignancy second, with an enterostomy put in 
to give relief from the obstruction low down. I 
do not think of anything else that I should want 
to put in here. 

Dr. CaBotT: Just what are the grounds for 
the diagnosis of diverticulitis here? 

Dr. Youne: Trouble for three years. That 
is not too long for malignancy, but we should 
have expected an ulcerative process in three 
years, and the absence of the usual manifesta- 
tions of a proliferative growth with ulceration 
make me put the less common diagnosis first. 

Dr. CaBot: That is, most of our data have to 
be negative. 

Dr. Youna: Yes. The positive datum as a 
rule is the presence of the filled pockets else- 
where than at the actual site of the inflamma- 
tory obstruction, because diverticulitis as a rule, 
although it may be localized in one spot, gener- 
ally shows itself elsewhere in pockets by X-ray. 

Dr. Casot: So that our only positive fact or- 
dinarily is X-ray. 


REPORT ON OPERATION MAY 13 


Median incision. Free fluid in cavity. Intes- 
tines much distended. <A hard growth about the 
size of an egg in the sigmoid. Cecum opened 
and tube inserted. Drainage. Cecum stitched 
to fascia. 


X-RAY INTERPRETATION JUNE 7 
Probable lesion in the sigmoid. 
DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Diverticulitis with inflammatory stricture of 
the sigmoid. 
Malignant disease of the sigmoid. 


PRE-OPERATIVE DIAGNOSIS 


Carcinoma of the sigmoid. 


OPERATION 


Gas and ether. The condition of the abdomen 
following the cecostomy was such that the opera- 
tion was nearly given up. From the whole low- 
er abdomen to a point several inches above the 
umbilicus was a mass of adherent intestines. 
Immediately beneath the left rectus wound was 
a mass of adherent small intestine in which 
there was a small abscess. To the right of the 
wound, at its mid-portion, was a hard mass 
which contained an abscess holding several 
ounces. The sigmoid was closed with great 
difficulty. An annular growth was found about 
two inches above the peritoneal floor. Because 
of the great mass of adhesions, the infection and 
the condition of the patient it was considered 
hopeless to undertake a resection with end-to- 
end suture. It was decided, therefore, to carry 
the dissection down to below the growth, clamp- 
ing and inverting the distal bowel and bringing 
out the growth and the sigmoid for a permanent 
colostomy. The whole operation was difficult. 
In spite of every precaution it was thought 
probable that the patient would have an exten- 
sive infection. 


PATHOLOGICAL REPORT 


A section of large intestine 13 centimeters 
long. Midway between its cut ends there is an 
annular ulcerated growth 3 centimeters in great- 
est diameter. No enlarged lymph-nodes can be 
found in the attached mesentery. 

Mcroseopie examination shows a structure of 
clusters of large irregular gland tubules formed 
by atypical epithelial cells deeply invading the 
muscular wall. 

Adenocarcinoma. 


ADDITIONAL NOTES FROM THE HISTORY 


June 11 the cecostomy had not drained. June 
12 it was draining well and the colostomy wound 
was draining more. June 15 the colostomy was 
working. The skin about the cecostomy wound 
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was excoriated. It was planned to use rubber 
cement. There was good drainage from the 
wick. June 16 a wick was placed down by the 
colostomy loop. The following day the flank 
was incised in two places and wicks were drawn 
through. June 19 a catheter was placed in the 
sinus at the upper end of the colostomy and the 
wound irrigated with Dakin’s solution every two 
hours. Pus could be forced up by the catheter 
until the wound was washed clean. It was be- 
lieved the cavity was well drained. The rubber 
dam wicks were removed. There was little evi- 
dence of inflammation in the flank now except 
around the incision. June 23 the lower wound 
had separated. It communicated with the upper 
wound and with the cecostomy wound. Much 
slough was removed. Dakin’s irrigations were 
omitted and boric substituted because of irrita- 
tion to the skin. There was a loop of bowel in 
the lower wound, but it showed no tendency to 
prolapse. June 25 the bowel in the lower wound 
was a little more prominent. The discharge was 
thinner and more profuse. June 28 the skin 
was more eroded. Suction was applied. It did 
not work during the night, but afterwards 
worked well. 


FURTHER DISCUSSION 


| assume the cause of death was sepsis. I 
think it will be interesting to know whether 
there was any more carcinoma than at that one 
spot. We are not told in the record that there 
was any cause to assume that that was based on 
a diverticulitis. 


I do not see how they could have done any 
differently than they did. I do not quite see 
why she should have had so much infection 
following a simple cecostomy at the first opera- 
tion. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the sigmoid. 
Bronchopneumonia. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Carcinoma of the sigmoid. 
General sepsis. 


ANATOMIC DIAGNOSES 


Primary fatal lesions. 


Adenocarcinoma of the sigmoid with metas- 
tases. 


Secondary or terminal lesions. 


Sepsis of anterior abdominal wall. 
Sclerosis of myocardium. 
Hydrothorax (left). 


Historical landmarks. 


Healed fibrous pleuritis. 
Operative wound, sigmoidectomy. 


+ 


Dr. Mauwory: There really is not much to 
add to what has already been given. There was 
an extensive gangrenous process in the anterior 
abdominal wall and a localized area of peritoni- 
tis immediately beneath the operative wound. 
This was very well walled off with fibrous ad- 
hesions, and there was no generalized peritonitis. 
The intestines did show numerous little white, 
firm nodules in the serous surfaces, quite ob- 
viously metastatic foci. It is impossible to say 
whether those had been present at the time of 
operation. Nearly a month had passed between 
the operation in the hospital and death. I think 
it is quite possible that the majority of them 
had developed in that time. 

Elsewhere there were no metastases. 

The heart was quite atrophic, weighing only 
220 grams. It showed a certain degree of the 
brown atrophy which is so common as a senile 
process. There was a slight pleuritis and hydro- 
thorax on one side, but no real bronchopneu- 
monia. 


PLAN NEW HOSPITAL FOR NARCOTIC 
CASES 


A SPECIAL narcotic hospital, under control of 
International Narcotic Education Association 
will be established at the northeast corner of 
Manhattan Avenue and West 101st Street, if 
an option for the purchase of the site is ex- 
ercised. | 

The option on the property was purchased, 
it was learned yesterday, by a group of promi- 
nent physicians and social workers, among whom 
are Dr. Clarence J. Owens of New York and 
Washington, Dr. John M. O’Connor of the New 
York City Department of Corrections and Cap- 
tain Richmond P. Hobson, Secretary General 
of the World Conference on Narcotic Educa- 
tion. 

Although the Hidalgo Realty Corporation of 
152 West Forty-second Street announced yes- 
terday that it had sold the corner to the group 
of physicians and social workers, Dr. Owens 
said last night at the Hotel Roosevelt that the 
announcement was premature. Negotiations 
have only reached the stage where an option has 
been obtained, he said. 

The property is owned by the New York Med- 
ical College and Hospital for Women. It com- 
prises the Community Hospital and Nurses’ 
Home at 17-21 West 101st Street, northeast cor- 
ner of Manhattan Avenue. The hospital is a 
four-story and basement building, fully equip- 
ped and furnished, on a plot of 45 by 100 feet. 
The nurses’ home is a five-story structure, 
fronting 27 feet on Manhattan Avenue and 
100 feet on West 101st Street. This building 
contains a reception hall for nurses, a library, 
office laboratories and a complete dispensary.— 
N. Y. Times. 
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THE RELATION OF AUTOPSY STATIS- 
TICS TO MORTALITY RETURNS 


‘ue vast amount of data that has accumu- 
lated in the mortality returns of various coun- 
tries is a mine of both information and misin- 
formation. Perhaps in no other field is it as 
easy to make figures prove or disprove what one 
would like to see. Mortality returns, in general, 
are based on clinical observation, the results of 
which depend on the aeeuracy and skill of the 
physician, character of the disease or the length 
of time which the physician has had the pa- 
tient under his care. We are all familiar with 
the studies of Riehard Cabot on the relation of 
autopsy findings to clinical diagnosis. The dis- 
satisfaction of careful investigators, with the 
many errors undoubtedly presented by mortal- 
ity returns, have led more and more emphasis 
to be placed on the study of autopsy statistics. 
(For example, the elaborate series by Raymond 
Pearl based on the Johns Hopkins Hospital au- 
topsy statistics. ) 


However, it must be recognized that there are 
many factors which must be considered before 
autopsy statistics can be compared with gen- 
eral mortality returns. In the first place. the 
hospital population is not true eross section 


of the many + owing to 
especially favorable equipment or particularly 
skilled members of their staffs although presum- 
ably general hospitals, have a run of certain 
types of disease. Thus, the New England Dea- 
coness Hospital has a far greater proportion of 
thyroid and diabetic patients, and the Peter 
Bent Brigham of brain tumor cases, than one 
would find in the population at large. More- 
over, in general, hospital patients tend to be 
those with acute illnesses rather than those with 
chronic illnesses. 

It is impossible to draw any conclusions from 
the autopsy statistics which may be applied with 
any hopes of accuracy to the problems of dis- 
ease incidence, or to transfer conclusions drawn 
from work with autopsy material to the general 
mortality reports. However, there are many 
points where the autopsy statistics have a great 
value. In the first place they serve as a check on 
the accuracy of the mortality returns. Applying 
this check to the question of the increased skill 
in the diagnosis of cancer, one of the much 
mooted points at the present time, it is rather 
interesting to note in Lex’s dissertation (Heidel- 
berg, 1909) from 1882 to 1894, 70.2% or 302 
cancers found at autopsy were correctly diag- 
nosed clinically, and in the period 1894-1907, 
69.1% or 593 were correctly diagnosed clinically. 
While it is very likely that our diagnosis of 
early cases of cancer has greatly improved it is 
rather questionable as to whether there has 
been much change in diagnosing later cases. 

Again, in connection with the cancer problem, 
autopsy statistics bring out the inadvisability of 
our present grouping which lumps cancer of the 
liver, stomach and intestines together. Clinical- 
ly many cases of cancer of the liver are diag- 
nosed, pathologically the lesion is very rare. The 
difference is due to the fact that most cases of 
involvement of the liver by malignant tumors 
are metastatic and the primary cause of death 
is not found by clinical examination but only by 
post-mortem examination. Therefore, there is 
marked discrepancy between the figures derived 
from these two methods of approximation. Un- 
fortunately, even the accurate returns from au- 
topsies are statistically lumped in with the ob- 
viously inaccurate clinical returns, and thus, in 
this particular group, the chief value of the post- 
mortem examination from the statistical point of 
view, that of checking up the clinical diagnosis. 
is lost. 

De Vries of Amsterdam found among 1249 
eases of cancer, 20% had not been diagnosed cor- 
rectly, and 102 cases had been diagnosed as can- 
cer which were not cancer. The general impres- 
sion of pathologists seems to be that cancer is 
actually more frequent than it appears to be on 
the basis of mortality returns, and that, in gen- 
eral, increasing skill in diagnosis, assuming it to 
be a factor, should result in an increase of the 
cancer death rate; in other words, a proportion 
at least of the apparent increase in cancer mor- 
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tality may be actually due to increased correct- 
ness in diagnosis, and that if all cases of death 
from caneer were correctly diagnosed the death 
rate would be much higher than it is at the pres- 
ent time. 

One of the most valuable studies on post-mor- 
tem statisties in eancer is that of Lubarsch (Med. 
Klin., 1924). In 1920—40,937 autopsies were 
performed in Germany, and 3,708 of these were 
eases of carcinoma (9.2%), The German mor- 
tality returns for the same year were 922,350 
deaths and there were 52,476 cases of cancer 
(5.68%). In external cancers 5% of the autop- 
sied eases were wrongly diagnosed. In internal 
eancer 20% were wrongly diagnosed. 

Perhaps Wells is too pessimistic when he says, 
‘‘We shall have no exact and very little useful 
information concerning cancer statistics until a 
very much larger proportion of vital statistics 
depends on post-mortem examination than is now 
the case.’’ However, we can at least draw some 
analogy between the autopsy figures and those 
of the mortality returns. There are some points 
that seem fairly definite. The mortality re- 
turns include far more eases of cancer undiag- 
nosed than they do eases of other diseases wrong- 
ly diagnosed as cancer. The statistics for ex. 
ternal caneers may be considered as fairly cor- 
rect. By checking against one another the au- 
topsy statistics and mortality returns we cat. 
get a fairly accurate idea of the prevaleney of 
almost any of the commoner diseases. 


WHOLESOME FOOD OR POISON? 


MiLk, when in good condition, has been al- 
most universally regarded as one of the most 
wholesome foods for all classes of people. Only 
a comparatively few years ago the dangers in- 
cident to its use when decomposed or its menace 
as a vehicle for certain pathogenic micro-organ- 
isms were fully recognized. 

With this knowledge the diarrhoeal diseases 
of childhood and the dissemination of several 
other diseases have been successfully combatted. 

Now comes a new indictment of milk by Dr. 
W. L. Ayeock, member of the Harvard In- 
fantile Paralysis Commission, whose opinions 
have been quoted in the public press. He offers 
circumstantial evidence, which he apparently 
thinks is practically conclusive, that milk may 
at times be the vehicle for the infection of in- 
fantile paralysis. If his findings are confirmed, 
more intensive propaganda is in order to bring 
about the more general adoption of pasteuriza- 
tion of milk. 

Aside from the well-known dangers of con- 
tammated milk it will probably be better for 
the world at large when the aesthetic and health 
problems are applied to treating raw milk as 
undesirable, 

Probably raw beef is as safe and may be much 
safer than raw milk but the use of raw beef as 
4 regular article of diet is very unlikely. 


Observations of the production and handling 
of milk in many dairies would lead some peo- 
ple to discard uncooked milk. 

By all means let us use only pasteurized milk 
if we object to the taste of boiled milk. 


THIS WEEK’S ISSUE 


ConTAINs articles by the following named 
authors : 


Barney, J. DELLINGER. A.B., M.D. Harvard 
Medical School 1904, F.A.C.S., Chief of Service 
of Urological Department of the Massachusetts 
General Hospital, Consulting Urologist to the 
Massachusetts Charitable Eye and Ear Infirm- 
ary, United States Marine Hospital at Chelsea, 
Salem Hospital, Waltham Hospital, Gale Hos- 
pital at Haverhill, Cable Memorial Hospital at 
Ipswich and Assistant Professor of Genito-Urin- 
ary Surgery at Harvard Medical School. His 
subject is: ‘‘The Twentieth Year of the New 
England Branch of the American Urological 
Association.’’ Page 817. Address: 87 Mar'l- 
boro St., Boston. 


Sanpers, Morris B. A.B., M.D. Harvard 
Medical School 1919, Assistant in Urology at 
the Massachusetts General Hospital. His sub- 
ject is: ‘‘Report of Two Cases Illustrating That 
Repeated Misearriages May Be Due to Patholo- 
gy in the Male Genital Tract.’’ Page 818. Ad- 
dress: 321 Dartmouth St., Boston. 


WETHERELL, B. D. A.B., M.D. Harvard Medi- 
eal School 1918, F.A.C.S., Assistant Genito- 
Urinary Surgeon at St. Elizabeth’s Hospital. 
His subject is: ‘‘A Case of Papillary Carcinoma 


of the Renal Pelvis.’’ Page 818. Address: 352 
Marlboro St., Boston. 
Hamer, H. G. M.D. Indiana University 


School of Medicine 1904, F.A.C.S., Clinical Pro- 
fessor of Genito-Urinary Diseases, Indiana Uni- 
versity School of Medicine, Consulting Genito- 
Urinary Surgeon to the Methodist Hospital, At- 
tending Surgeon of Genito-Urinary Service at 
Indianapolis City Hospital, Robert W. Long 
Hospital and James Whitcomb Riley Hospital 
for Children, Member of the American Associa- 
tion of Genito-Urinary Surgeons and the Ameri- 
can Urological Association. His subjects are: 
‘*Soft ‘Stones’ Removed from the Urinary Blad- 
der,’’ and ‘‘Enlarged Pyelotomy for Stone.’’ 
Page 819. Address: 723 Hume-Mansur Blidg., 
Indianapolis, Ind. 


PHaneEvur, Louis E. Phm.D., Ph.C., M.D. 
Tufts College Medical School, 1913, F.A.C.S., 
Professor of Gynecology at Tufts College Medi- 
eal School, Gynecologist and Obstetrician at 
Carney Hospital, Member of American Associa- 
tion of Obstetricians, Gynecologists and Abdom- 
inal Surgeons, Honorary Member of the Societe 
Belge de Gynecologie et d’Obstetrique, and Cor- 
responding Member of Societe d’Obstetrique et 
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de Gynecologie de Paris. His subject is: ‘‘The 
Transverse Cervical Incision in the Low Cesar- 
ean Section.’’ Page 825. Address: 395 Com- 
monwealth Ave., Boston. 


Maras, LL.D., M.D., F.A.C.S. (See 
page 750, issue of October 27, for further in- 
formation.) His address, ‘‘The Surgeon: His 
Science and His Art,’’ is concluded on Page 
829. Address: 2255 St. Charles Ave., New Or- 
leans, La. 


Srurais, Cyrus C. S8.B., M.D. Johns Hop- 
kins University 1917, Formerly Director of Thy- 
roid Clinic and Physician at Peter Bent Brig- 
ham Hospital, Assistant Professor of Medicine 
at Harvard Medical School, Now Director of 
the Thomas Henry Simpson Memorial Institute 
for Medical Research at Ann Arbor, and Pro- 
fessor of Internal Medicine at University of 
Michigan, Ann Arbor. His subject is: ‘‘The 
Opportunity of the Dispensary.’’ Page 8936. 
Address: Simpson Memorial Institute, Ann 
Arbor, Mich. 


GARDINER, JOHN C. Formerly Supt. of En- 
glewood Hospital, Englewood, N. J., and As- 
sistant Supt. of St. Luke’s Hospital, New York 
City, Now Supt. of Springfield Hospital. His 
subject is: ‘‘The Hospital and the Community 
Chest.’’ Page 849. Address: Springfield Hos- 
pital, Springfield, Mass. 


Weper, J. J. B.A., M.A., Formerly Execu- 
tive Secretary Committee on Hospitals State 
Charities Aid Association of New York, <Asso- 
ciate Director of Boston Dispensary, Editor of 
Modern Hospital, Now Superintendent of 
Grace Hospital, New Haven, Conn. His subject 
is: ‘*Inereasing Hospital Collections.’’ Page 
855. Address: Grace Hospital, New Haven, 
Conn. 


Rock, Joun. B.S., M.D. Harvard Medical 
School 1918, Surgeon to Out-Patients Free Hos- 
pital for Women, Obstetrician to Out-Patients 
Boston Lying-In Hospital, Assistant in Obstet- 
ries and Gynecology at Harvard Medical School. 
His subject is: ‘‘ Progress in Obstetries.’’ Page 
855. Address: 198 Commonwealth Ave. Boston. 


Ch: Massachusetts Menical Society 


SECTION OF OBSTETRICS AND GYNECOLOGY 


What are the indications for the use of pitui- 
trin during pregnancy and labor? 


The indications for the use of pituitrin may 
be conveniently considered according to the 
various divisions of pregnancy and labor. 


1. Antepartum. 


The drug may be used to start patients in 
labor, in whom the indications arise, in the last 
few weeks of pregnancy, or in patients who are 


overdue and developing large babies. The meth- 
od prescribed is usually some modification of 
the technique devised by Watson, which is ap- 
proximately as follows :—Castor Qil, one ounce, 
Quinine Sulphate, ten grains, a soap suds enema 
and a second ten grains of quinine are given at 
one hour intervals. If labor does not start in 
twelve hours 0.5 ee of pituitary extract is given 
and repeated every half hour until labor starts 
or until the patient has received six doses. Pitui- 
trin alone has very little value in inducing la- 
bor and when used in conjunction with the other 
drugs mentioned will avail only if the patient is 
near term or overdue. 


2. Intrapartum. 

During the first stage of labor the drug should 
not be used. During the second stage it may 
only be safely used when the presenting part 
is a vertex, and is on the perineum in the primi 
gravide: and low in the pelvis in the multi grav- 
ida. The fact that pituitrin occasionally causes 
a tetanic contraction of the uterus should be 
mentioned. This phenomenon interferes with 
the utero placental circulation and if the pa- 
tient is not immediately anesthetized and de- 
livered instrumentally, the baby is in danger of 
asphyxiation. During a_ prolonged third 
stage it may be used to hasten placental separ- 
ation. 


3. Post-partum. 


Pituitrin has one of its most valuable indica- 
tions immediately after the expulsion of the 
placenta in cases in which there is an undue 
amount of bleeding. It should be remembered 
that the effect of pituitrin is very transient 
and at this time ergot should also be given to 
sustain the contracted condition of the uterus. 


4. Puerperium. 


During the puerperium it has some value in 
subinvoluted uteri and in eases where the lochia 
is foul, due to the disintegration and Sapro- 
phytie infection of retained blood clot and frag- 
ments of placental tissue and membrane. 


5. Contraindications. 


a. During the first stage of labor. 

b. Cases of protracted labor. 

ec. Mechanical disproportion between foetal 
head and pelvis. 

d. Presentations other than a vertex. 

e. Tender and irregularly contracting uterus. 

f. Primiparae unless head is in sight. 

g. Multiparae unless head is low in pelvis. 


Questions of a similar nature will be dis- 
cussed in the JoURNAL each week. Queries may 
be sent to the JouRNAL and will be answered by 
members of the Committee of the Section of Ob- 
stetrics and Gynecology. Communications should 
be addressed to Frederick J. Lynch, Clerk of 
the Committee. 
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THE RESIGNATION OF DR. FARLOW 


Dr. Joun W. Farwow has tendered his resig- 
nation as Librarian of the Boston Medical Li- 
brary to take effect at the Annual Meeting in 
January, 1928. 

A few statements relating to Dr. Farlow and 
his activities will concern all who are interested 
in him and in the Library. 

During his student days, beginning in 1877, 
Dr. Farlow helped Dr. Chadwick at the Boston 
Medical Library in various ways. When he re- 
turned to the United States in 1879, after study 
abroad, he again assisted Dr. Chadwick at the 
Library and was invited to become one of its 
members in 1881. In 1894 he became Chair- 
man of the Library Committee, an important 
position. As the Chairman of this Committee, 
Dr. Farlow bought all the books and periodicals 
for the Library. He continued in this position 
until 1905 when he became Librarian after the 
death of Dr. Chadwick, a continuous service of 
thirty-three years. 

In 1881, when Dr. Farlow first became a mem- 
ber, the number of volumes was only 11,000. 
In 1894 when he became Chairman of the Li- 
brary Committee, the Library contained about 
25,000 volumes. In 1905, when he became Li- 
brarian, the volumes had increased to_ 50,000, 
and today, in 1927, the total number is 145,000. 

Dr. Farlow was active in the movement which 
resulted in the erection of the building in the 
Fenway which was opened early in 1901. 

In 1918 he wrote a history of the Library 
which is recognized as a classic in its field. 

In 1926 he was largely instrumental in pro- 
viding an adequate celebration of its fiftieth 
anniversary. 

During this period Dr. Farlow has seen the 
Library grow from small beginnings to the 
fourth largest medical library in this country 
with an international reputation. 

From 1876, when as a student, he helped Dr. 
Chadwick in the very beginnings of the Library, 
later as a friend, co-worker, and again in his 
official positions he has served the Boston Medi- 
cal Library faithfully, conscientiously and with 
ability during the whole period of its existence. 

The medical profession and the public are un- 
der obligation to Dr. Farlow and his asso- 
ciates for the position which the Boston Medical 
Library has attained. 


RESIGNATION OF DR. WALSH EXECU- 
TIVE SECRETARY OF THE AMERICAN 
HOSPITAL ASSOCIATION 


THE announcement has been made by Dr. 
William H. Walsh, Executive Secretary of the 
American Hospital Association, of his resigna- 
tion as executive secretary, to take effect Janu- 
ary 1, 1928. He has been executive secretary of 


the Association since February, 1925, suceed- 
ing Dr. A. R. Warner who died in 1924. Dr. 
Walsh is returning to his private practice of 
hospital consultation, with offices in New York 
and Chicago. 


MASSACHUSETTS PSYCHIATRIC 
SOCIETY 


AT the annual meeting of the Massachusetts 
Psychiatrie Society the following officers were 
elected: President, James V. May, M.D.; Vice- 
President, Douglas A. Thom, M.D.; Secy. and 
Treasurer, Winfred Overholser, M.D.; Council- 
lors, Arthur H. Ring, M.D., and Abraham Myer- 
son, M.D. 


AWARD OF THE LESLIE DANA GOLD 
MEDAL 


St. Louis, Mo.—The Leslie Dana Gold Medal, 
awarded annually to the person who has done 
most for the conservation of vision in the pre- 
ceding year, was presented Oct. 17 to Dr. Lucien 
Howe, of Buffalo, New York, by Lewis H. Car- 
ris, Managing Director of the National Commit- 
tee for the Prevention of Blindness. Dr. Howe 
was selected for this honor by the National Com- 
mittee in codperation with the Missouri Asso- 
ciation for the Blind through whom the medal is 
offered annually by Leslie Dana of this city. 

In making the presentation, Mr. Carris re- 
ferred to Dr. Howe as the ‘‘ Father of Ophthal- 
mia Neonatorum Legislation.’’ Mr. Carris 
pointed out that ophthalmia neonatorum was 
for centuries the principal cause of blindness; 
that up to the time of the organization of a for- 
mal movement for the prevention of blindness in 
the United States 28 per cent. of the children in 
schools for the blind had lost their sight through 
this one cause; and that the records of the Na- 
tional Committee show that in recent years re- 
ductions of 50 per cent. in the frequency of this 
disease as a cause of blindness have been brought 
about over the country at large. In this reduc- 
tion, Mr. Carris said, ‘‘no one has been more 
responsible than Dr. Howe.’’ Mr. Carris point- 
ed out that a number of the largest cities m the 
country have gone through an entire year with- 
out having a single case of blindness from oph- 
thalmia neonatorum reported among the hun- 
dreds of thousands of babies born during this 
period. 


Mr. Carris said that Dr. Howe was responsible 
for the first law on preventing ophthalmia neo- 
natorum, the Howe Law, passed in 1890 in New 
York State. Similar laws making it obligatory 
for midwives, doctors and nurses to report 
promptly all cases of ophthalmia neonatorum 
observed and a law requiring the use of prophy- 
lactic drops in the eyes of all new born babies 
have since been enacted in almost every state in 
the unien. 
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‘The observance of these laws,’’ Mr. Carris 
said, ‘‘has notably saved tens of thousands of 
persons from blindness or seriously defective 
vision.’”’ 

‘‘We know Dr. Howe not only as the ‘Father 
of Ophthalmia Neonatorum Legislation,’ ”’ Mr. 
Carris said, ‘‘but as the sponsor of research into 
hereditary blindness; we know him as author of 
many notable treatises on the eye; and as chair- 
man of a number of most important committees 
in the American Medical Association’s Section 
on Ophthalmology. 

‘‘Dr. Howe’s period of service to the country 
in the conservation of vision extends over more 
than 50 years, but I must speak of one of his 
most recent benevolences that is sure to have 
telling effects on saving sight. This is the estab- 
lishment at Harvard University of the memorial 
institution known as the Howe Laboratory of 
Ophthalmology, of which he is the first director. 
lyr. Howe, who with his family, has given 
$250,000 towards the establishment of this labor- 
atory, Will thus perpetuate the work to which he 
has dedicated himself so untiringly and cap- 
ably.’’—Bulletin of the National Committee for 
thy Prevention of Blindness. 


DR. GEORGE H. BIGELOW SPEAKER AT 
THE SOMERVILLE ROTARY CLUB 


THE Somerville Rotary Club recently gave a 
luncheon at which the guest speaker was Dr. 
George H. Bigelow, Commissioner of the Massa- 
chusetts Department of Public Health. 

Dr. Mongan introduced Commissioner Bige- 
low, who spoke on Preventive Medicine. Som- 
erville was commended for its care in handling 
the milk supply. Tuberculosis, diphtheria, 
typhoid, rabies, and other communicable dis- 
eases were discussed. Special reference was 
made to the attempt on the part of the State 
to discover children subject to tuberculosis. Dr. 
Bigelow stated that three-fourths of the State 
had been examined to date and expressed the 
hope that the children of Somerville would soon 
receive attention. The Somerville Medical So- 
ciety has approved this plan. 

That the members of the Club were apprecia- 
tive of Dr. Bigelow’s courtesy was shown by 
the enthusiasm and applause which followed. 


LENGTH OF LIFE IN THE INDUSTRIES 


Our present knowledge indicates that while 
the average length of life has been increased as 
a whole, that of the industrial population has 
shown no relative increase. Hackett, in his 
‘Health Maintenance in Industry,’’ says that 
the blacksmith dies at the age of 55, and the 
machinist at 44 years of age, 11 years earlier. 
The average span of human life of all classes is 
o8 years.—Dr. T. F. Abercombie quoted by U. 8. 
Dirty. 


CORRESPONDENCE 
INDEMNITY INSURANCE 


November 4, 1927. 


Editor, Boston Medical and Surgical Journal: 


There seems to be some misunderstanding about 
the revision of rates under the new policy issued by 
the U. S. Fidelity & Guaranty Company. The purpose 
of the Company in the grouping of different Doctors 
by specialties was simply to collect an equitable and 
adequate premium so that they can at least break 
even. Rates according to the hazard is the only just 
method of arriving at a proper premium charge. The 
class is solely for the purpose of ascertaining the 
correct premium charge and in no way affects the 
protection given under the policy. 

The heading “General Practice” of course includes 
Obstetrics and the Doctor does not belong under the 
heading “Gynecology and Obstetrics.” A Doctor do- 
ing Private Practice and rated in classes 1 or 2 is 
fully protected for any of the work mentioned in the 
other classes. If, however, he specializes in classes 
3, 4 or 5 it is but fair that he should pay the rate 
as shown on the rate sheet for his specialty. 

We have kept a very careful record of every claim 
and know the loss ratio for each specialty. The 
writer has discussed this matter with a great many 
physicians all over the state and everyone that I have 
talked with personally agrees that our present classi- 
fication is a step in the right direction. One Doctor, 
who has retired from practice, asked us to renew his 
policy simply to help the cause along. There are 
undoubtedly certain points that will have to be ironed 
out, but they will be adjusted in time. 

The new policy which is now being issued by this 
Company is the broadest policy ever issued by any 
Company. If you will read the insuring clause you 
will see it states this— 


“Covers professional services rendered or which 
should have been rendered by him and/or any assist- 
ant to him, including any partner, physician, dentist, 
anesthetist, technician, nurse, or any other person, 
during the term of this policy, and resulting from 
any claim or suit (including claims or suits involving 
loss of service or mental anguish) based upon 


a Malpractice, error, negligence or mistake, or 

b Autopsies, inquests or personal restraint, or 

c The dispensing of drugs or medicine, or 

d Arising from any counterclaims or suits brought 
by the Assured for the collection of fees, pro- 
vided such damages are claimed under para- 
graphs a, b, or ¢c: 


To Derenp the Assured without limit of cost in any 
suit at any time filed within the foregoing specifica- 
tions.” 


You will notice also that the Company is willing 
to issue insurance up to $50,000/$100,000. 

The writer has advocated for years the appoint- 
ment of a Committee similar to the one appointed 
ten years ago by the Massachusetts Dental Society, 
to work with the Insurance Company, and try and 
reduce the number of blackmail claims. The Dental 
Society has stood back of this Company for ten years 
in such a way that the claims have been materially 
reduced and the Insurance Company, without extra 
charge, increased the limit of their policy 50% on 
November 1 of this year. The Malpractice Commit- 
tee in the State of Maine has practically eliminated 
suits in that state by their support of one Company 
and the education of the Doctors in various lines. 

Many Doctors have spoken to me in the last few 
months and asked me why more Doctors were not 
insured under this policy. One of them, for example, 
said this—that he was on the original Committee 
which investigated this Company in 1921 and revom- 
mended to the Council the approval of the policy. 
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s was approved by the Council at a spécial meet- 
on November 9, 1921. On June 7, 1927, a Mal- 
practice Committee was appointed. On October 5, 
1927, an Insurance Committee was appointed and both 
of these Committees unanimously recommended this 
Company and the revision of rates. Still, a great 
many of the Doctors do not take advantage of this 
protection. He says he cannot understand what the 
reason is. He also said that he has made an investi- 
gation of the number of claims which this Company 
has defended in court and found that they have lost 
only one court case in six years. Personally, I could 
not answer this question. 

In certain towns where the majority of the doctors 
are insured with us, suits have practically been elim- 
inated. This shows what codperation can do and if 
every town would do the same thing for the next five 
years the rates could be readjusted to be very much 
lower than they are now. 

At the present time it is not a question of price, 
but a question of service, and we know that this 
Company, in spite of the loss ratio for the past six 
years, is here to give service. The Company has 
given us the guarantee that if the loss ratio can be 
reduced premiums will be reduced accordingly. All 
they want is enough premium to break even. 

Many suits have been brought by patients where 
a perfect functional result was obtained but an ana- 
tomical result was not perfect, and some other Doc- 
tor has criticised this work. Similar instances have 
been brought to my attention in a great many cases. 

A thorough investigation is immediately made of 
every claim whether groundless or not. Through this 
information gathered, and the able defense by their 
Attorney, the Company has lost but one court case 
in the past six years. 

I might add a note of warning—in case of a threat 
or a suit, leave everything to the Insurance Company, 
admit nothing, verbally or in writing, and discuss 
the matter with no one except a representative of the 
Insurance Company. 

If anyone makes a statement about our policy, or 
reclassification, or intimates that if a Doctor insures 
under one class and does work under another class 
that he would not be covered, ask him to put it in 
writing, over his signature. 

The cheapest article is seldom the best. 

We are here to give service and all we ask of you 
is your coédperation. 

If there are any questions please communicate with 
the writer. 

Yours very truly, 
GeorcE H. CRosBIr. 
79 Milk Street, Boston, Mass. 


FOUR THOUSAND YEARS OF PHARMACY 


Editor, Boston Medical and Surgical Journal: 


There is a new book recently published that I fear 
my brother physicians may not read or even notice 
for two reasons; first, from its title, “4000 Years of 
Pharmacy,” and the second, from its almost forbid 
ding bulk, 665 pages. It had been better named, 
“4000 Years About Medicines,” and as to bulk, it is 
very generously illustrated, having over 60 full page 
reproductions from title pages of rare old medical 
works, 125 -pages of bibliography and a very complete 
index; it is better than it looks. 

I have no acquaintance with the author, publisher 
or book store, but not for years have I read a better 
story of medicine, so valuable a picture of its strug- 
gle and so well written, with a joke and a smile from 
beginning to end. Never more than now have I 
thoroughly realized how we of today stand on the 
many shoulders of our forefathers in the profession, 
nor how intimately bound together are the doctors 
and the druggists building upward to the light of a 
clearer science and of a better day. The bedside and 


the laboratory are both the sick man’s friends. | 
think the author (who must have a very rare collec- 
tion of famous old books on medicine) surely had 
a very jolly time o’ writing this work and did it for 
the sheer pleasure of collecting the quaint and curi- 
ous in medicine. Better yet, this is written by one 
who ought to be reckoned some authority in such 
things, viz., the Dean of the Philadelphia College of 
Pharmacy—Professor Charles H. LaWall of Phila- 
delphia. Perhaps he did it to save himself—for he 
mentioned that of the 150 separate and particular 
hells (!) of ancient belief, one was reserved for physi- 
cians and one for pharmacists. He tells of the days 
when the apothecary spent his time collecting fly 
specks to mix with the seeds of an undefinable plant 
to complete a prescription for a soothing syrup for 
crying babies. How Anaximander, 600 B. C., taught 
organic evolution and held that man had developed 
from a fish-like ancestor (!!). How the symbol of 
the serpent as the emblem of medicine dates back 
at least 4000 years and more. How certain clay from 
Lemnos, dug up by priests on the sixth day of August 
and at least six hours after sunrise, had particular 
antiphlogistine virtue (?). How early, disease was 
considered a poison, @ PHARMAKON, and so the man 
who found an antidote to counteract it, was called 
a pharmacist. How a priest was called a deliverer 
or one who ministered, and more than that, how often 
all three stood under one hat. 

Few doctors I fear will ever get the time to read 
this book and I wish, in a column or so if I might, 
give them a taste of it, the flavor from ancient days, 
curious and instructive to anyone, interpretive of 
many things we do today and yet never knew the 
reason why (!) and never had the time to inquire. 

Did you ever hear that the game of chess, which 
had been introduced from India in the early part 
of the sixth century, became a part of the preparatory 
training of physicians and probably also of pharma- 
cists? It was even recommended as a method of 
treatment for the sick! Hospitals and dispensaries 
were first recorded as established in the city of Bag- 
dad, where physicians were first known to receive 
a license to practice their art. The word Chemistry 
is derived from the root word KHEM, the native name 
of Egypt, a word meaning “black,” referring plainly 
to the black soil of the valley of the Nile, so it well 
become the “black art” of later ages; and there is 
a twinkle of wit when he commends Moses’ ability 
to reduce the golden calf to potable condition and 
so gave the children of Israel the “first gold cure.” 
The healing devices of amulets was more amusing 
for they contained little papers or formulae worn 
about the afflicted parts, “written by a holy man—on 
a Friday—shortly before sunset—with ink contain- 
ing certain drugs like myrrh and saffron”! The 
ancients attached great value to what they knew as 
“Bezoar stones, mineral intestinal concretions occa- 
sionally found in our domestic animals (horses and 
cows) which were carried about the person and worn 
as preventions of infection and were “rented by the 
day for large sums or even sold at fabulous prices” 
to ward off the disease at the time of the plague. 

The “doctrine of signatures” was also very inter- 
esting—when they professed to find resemblances be- 
tween the plant and the cause of the disease, or 
between the plant and the part of the body affected, 
as liver wort (Hepatica triloba) and heartsease or 
heart seed (Cardio spernium or balloon vine), hearts- 
ease being the pansy plant. Extract of walnuts for 
wounds in the head “from the many coverings of the 
convoluted kernel resembling the brain”! 

We can scarcely conceive the importance of their 
most wonderful botanical gardens in all the Medi- 
terranean countries culminating about the sixteenth 
century in most elaborate institutions cultivating 
sedulously every herb of any reputation or fame 
whatever. Their profusely illustrated herbariums, 
folio size, 500 years before printing, yet even before 
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the tenth century translated descriptions into Latin 
from foreign tongues. Yet their remedies were by 
no means all vegetable or plant, as witness this amus- 
ing formula (Celtic) for baldness and its corollary: 

“With mice fill an earthen pipkin, stop the mouth 
with clay and bury in the ground near a fire for a 
year or more—then beware he who lifts it out of the 
pit, have gloves on his hands lest his fingers-ends the 
hair come sprouting forth!!” 

Their “soporific sponge” in use by the Turk, who 
gave credit of the invention to the Chinese, caused 
anaesthesia by inhalations of aconite, datura and 
henbane before the thirteenth century! (shades of 
Morton, Long et al.). 

The benefits following the Crusades cannot be meas- 
ured for they introduced many remedies into Europe 
(including sugar). At the height of her influence 
it is estimated that the Venetian traffic in drugs and 
spices together amounted to over 15,000,000 of dollars 
annually, some of these importations being of such 
rarity as to mark their value in weight of silver and 
even gold! The University of Salerno was the lead. 
ing educational center in all Europe, about 30 miles 
southeast of Naples, its medical school was most 
famous and taught a system of medicine known as 
“methodism” in vogue at Salerno and antedating tha‘ 
of “humorism.” Here women as well as men both 
studied and taught, there anticipating our coeduca-. 
tional institutions. Here was the base hospital of 
the Crusaders and the only place for a while where 
dissection of the human body was allowed by law. 
Here too they seem to have first used the terms grain. 
scruple and drachm, weights and formulae being giv: 
en in singsong cadence to better enable the memoriz- 
ing of them. 

Cordova in Spain was one other important medical 
center, this place about 150 miles north of Gibraltar, 
the one spot in all Europe where for 1000 years, when 
the veil and shadow of the Dark Ages hung over all 
science elsewhere, here without any exaggeration 
the light still shone! Here were over fifty hospitals 
and many famous physicians! Here were many miles 
of paved and lighted streets when London was with- 
out a single street light and all her roads were muddy 
cart paths! 

To anyone visiting Cordova now, it seems almost 
unbelievable, but the evidence of former splendor is 
undeniable. Much knowledge in these days, recorded 
in laborious manuscript, was kept however in cipher 
and so secretly from the public because they were not 
yet thought fit to know much. One of the early signs 
of a gracious King or Sovereign was for him to pur- 
chase at great expense secret formulae and give them 
to the public. Caventon of Paris was richer by 10,000 
frances as reward for publishing his discovery of 
quinine, and Sir Hans Sloan by half a million dollars 
for St. Ignatius bean, etc. 


The distillation of alcohol (Aqua Ardens) was 
known from about the early centuries of the Chris. 
tian era and the making of tinctures naturally fol- 
lowed soon after. But it is less than 150 years ago 
that Linnaeus originated the first satisfactory classi- 
fication of plants and a nomenclature became so 
definite and settled that one man might always know 
just what plant another man was discussing. We all 
know that polypharmacy was then rampant, but did 
we realize that a R “ruertac” might contain as many 
as 300 to 400 ingredients? 

Not having any clocks or watches in those days 
to measure the time, liniments or lotions were or- 
dered and they were applied while repeating a couple 
of psalms, a “Gloria” or a couple of prayers seven 
times till sufficient time elapsed to satisfy the physi- 
cian’s wishes. 

The subject of fees and prices of medicines, the 
complaint of doctors furnishing their own medicine 
and pharmacists prescribing, trade marks, the “Laz- 
arus bells” of lepers, the collected data cn Indian 
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remedies made by Dr. Benjamin Rush, “U-S-N-E-A = 
moss from the skull of a man who died a violent 
death,” are all in this book! 

Then “The Foxglove’ carved on the monument of 
William Withering, M.D., at the Old Church, Edg- 
barton, England, to tell how digitalis was introduced 
by him in 1785 (how recent)! How our Ben Frank- 
lin peddled drugs himself for a few years and finally 
established the Pennsylvania Hospital in Philadel- 
phia, the first institution of that kind in the New 
World! Jenner and the vaccination for smallpox, 
Warburg and his tincture, Walter Reed and his mos- 
quito, all pass in a procession before the reader, and 
again I repeat we stand on their shoulders—and as 
our Dr. Benjamin Cotting used to say—“may some 
of ws be shoulders for younger men”! 

I wish I could present a copy of this book to all 
my old friends and classmates; next to that, is call- 
ing your attention to it for your own instruction and 
amusement. It is worth while and well worth the 
price and time. 

H. WARREN WHITE, M.D., Harvard 1880. 

9 Crawford Street, Grove Hall. 


THE ABUSE OF FREE CLINICS 


The State Medical Society of Wisconsin 
Arthur W. Rogers, M.D., President 
Oconomowoc 


October 10, 1927. 
Editor, Boston Medical and Surgical Journal: 


It has been brought to my attention that the 
Boston MEDICAL AND SurRGICAL JOURNAL has published 
an editorial commenting on one of my editorials in 
the Wisconsin State Medical Journal, regarding the 
abuse of free clinics. I feel quite honored with this 
attention, and I wish to congratulate the writer on 
pushing the matter along. 

It has become such an abuse in this sectfon of the 
country that we are endeavoring, and in some cases 
have put it over, to change the name “Free Clinic’ 
to “Charity Clinic,” which does not set quite so well 
with a good many people who come to these clinics 
for care and treatment; and at the same time, require 
everyone who comes for treatment to sign a paper 
stating that he is unable to pay for the treatment 
sought. 

The doctor has been the goat so long that he seems 
almost willing to accept the proposition without mak- 
ing any effort in his own behalf. Nothing of impor- 
tance can be accomplished along this line, I fear, 
without concerted effort. 

Very truly yours, 


ARTHUR W. RoGeErs. 


ARTICLES ACCEPTED BY THE AMERICAN MED- 
ICAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 


535 North Dearborn Street, Chicago, III, 
October 29, 1927. 
Editor, Boston Medical and Surgical Journal: 

In addition to the articles enumerated in our letter 
of September 26 the following have been accepted: 
DePree Company 

Sulpharsphenamine—DePree 


Sulpharsphenamine—DePree, 0.1 gm. ampules 
Sulpharsphenamine—DePree, 0.15 gm. ampules 
Sulpharsphenamine—DePree, 0.2 gm. ampules 
Sulpharsphenamine—DePree, 0.3 gm. ampules 
Sulpharsphenamine—DePree, 0.4 gm. ampules 
Sulpharsphenamine—DePree, 0.45 gm. ampules 
Sulpharsphenamine—DePree, 0.6 gm. ampules 
Sulpharsphenamine—DePree, 1.0 gm. ampules 
Sulpharsph ine—DePree, 3.0 gm. ampules 
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Number 19 


Gilliland Laboratories, Inc. © 
Typhoid Vaccine, 30 ampule package 


Eli Lilly & Co. 
Ephedrine—Lilly 
Inhalant Ephedrine Compound—Lilly 


Parke, Davis & Co. 
Erysipelas Streptococcus Antitoxin (Refined and 


Concentrated)—P. D. & Co. 


E. R. Squibb & Sons 
Scarlet Fever Streptococcus Toxin—Squibb, 5 vial 
package (500, 2,000, 8,000, 25,000, 60,000 
skin test doses) 
Scarlet Fever Streptococcus Toxin—Squibb, 50 vial 
package (500, 2,000, 8,000, 25,000, 60,000 
skin test doses) 


Winthrop Chemical Company 
Mesurol 
Emulsion Mesurol, 20 per cent. 


Nonproprietary Articles 
Ephedrine (base) 


Yours truly, 
W. A. PuckNeEr, Secretary, 
Council on Pharmacy and Chemistry. 


NEWS ITEMS 


ELECTION OF DR. OVERHOLSER TO THE 
NATIONAL COMMITTEE FOR MENTAL HYGIENE 
—Dr. Winfred Overholser, assistant professor of psy- 
chiatry at Boston University’s School of Medicine, 
and director of the State Department of Mental Dis- 
eases Division for the Examination of Prisoners, has 
been elected a member of the National Committee 
for Mental Hygiene. 

Dr. Overholser was scheduled to address the Na- 
tional Crime Commission at Washington on Novem- 

r 3. 


FUNDS FOR THE MEDICAL SCHOOL OF HOW- 
ARD UNIVERSITY — Negroes donated $150,259 to 
the $1,000,000 fund which has been raised for How- 
ard University, Washington, to be devoted to the 
purpose of the medical school. Fifty-one negroes 
gave amounts ranging from one thousand to ten 
thousand dollars. The names of these fifty-one donors 
will be placed on a tablet in the new medical school 
building. 


SAYS EPIDEMICS DECREASE—The progress of 
medical science in the field of prevention was de- 
scribed to the French Medical Congress by Professor 

sissier of the University of Paris Faculty of Medi- 
cine as advancing rapidly toward the extinction of 
epidemics. 

This is exemplified, he asserted, in colonial sanita- 
tion and in the work of doctors in the World War. 
“The first war ever fought in which the casualties 
a disease did not exceed the victims of the enemies’ 

During the war smallpox was almost negligible, 
while typhoid fever was successfully checked by in- 
oculations, he declared, though admitting that influ- 
enza was the signal exception in escaping the bonds 
of science. 

Thirty representatives of foreign medical institutes 
are <ttending the congress, which has drawn the larg- 
est number of French delegates ever to attend —New 
York Times. 


NEWS FROM THE BOSTON UNIVERSITY 
SCHOOL OF MEDICINE—Appointment of ten promi- 
nent Greater Boston physicians as faculty members 
at Boston University’s School of Medicine has been 
announced by President Daniel L. Marsh of the uni- 


versity and Dean Alexander S. Begg of the school. 
All of the ten have been named to the rank of as- 
sistant. 

Those appointed are Doctors Martin Crotty, Bos- 
ton, obstetrics; Sidney C. Dalrymple, Brookline, path- 
ology; Frank L. Jones, West Somerville, laryngology; 
William L. Kreiger, Dorchester, medicine; George 
Levene, Boston, radiology; Charles H. Merrill, Bev- 
erly, otology; Charles E. Montague, Wakefield, medi- 
cine; Leroy E. Parkins, Boston, diseases of the chest; 
Harold W. Ripley, Braintree, otology; and Ernest 
Springer, Boston, surgery. 

Dr. Timothy Leary, Suffolk County medical exam- 
iner, was the speaker November 1 before the students 
of the School of Medicine at their regular assembly. 
He told of his experiences as medical examiner. 

Freshman and senior elections at the School of 
Medicine have been completed. The seniors have 
named as their officers John R. Malloy of New Haven, 
Conn., president; Moses Berkowitz of Brooklyn, N. Y., 
vice-president; and Mrs. R. R. Poole of Ithaca, N. Y., 
secretary-treasurer. 

Norris Robertson of Keene, N. H., was elected presi- 
dent of the freshmen. Raymond Harpin of Lynn is 
vice-president, and the office of secretary-treasurer is 
still to be filled. 


MISS LEAVITT’S APPOINTMENT AS HEAD 
MATRON OF THE PRENDERGAST PREVENTORI- 
UM—Miss Dorothy Leavitt, R.N., will succeed Miss 
Ruth Alger as head matron of the Prendergast Pre- 
ventorium. 

Miss Leavitt is a graduate of the Massachusetts 
General Hospital Training School for Nurses. She 
was formerly assistant director of the home hygiene 
department of the Boston Metropolitan Chapter of 
the American Red Cross. 

It is expected that increased accommodations will 
provide for 40 more children. 

She will be in charge of the summer camp which 
accommodates 120 boys and girls. 


OFFICERS OF THE DELTA OMEGA—Officers of 
Delta Omega, the national honorary public health 
society, were elected on October 19, 1927, as follows: 
President, C.-E. A. Winslow, Dr.P.H., of the Yale 
School of Medicine; vice-president, Major Edgar E. 
Hume, M.D., Dr.P.H.; secretary-treasurer, James A. 
Tobey, Dr.P.H., of New York. Chapters of the society 
are now established at the Johns Hopkins School of 
Hygiene and Public Health, the Harvard School of 
Public Health, the Massachusetts Institute of Tech- 
nology, the Yale School of Medicine, the University 
of Michigan, and the University of California. 


A WARNING TO DOCTORS WHO MAY VIOLATE 
THE PROHIBITION LAW—At a meeting of the 
Massachusetts Society of Examining Physicians, Dr. 
C. P. Sylvester, chairman of the Board of Registra- 
tion in Medicine, informed the society that those 
doctors who may violate the laws relating to the pre 
scribing of alcoholic liquors will be deprived of the 
right to practice in this State. 

This statement was made after the society had 
listened to discussions relating to the diagnosis and 
treatment of alcoholism. 


PREVENTIVE MEDICINE THE SCIENCE OF 
THE FUTURE—In a statement made public by the 
Bureau of Education Dr. N. P. Colwell is quoted as 
stating that “the future of medical education in the 
United States promises that physicians will render 
service by keeping people well rather than merely 
curing them when they are sick.” He further states 
that “the public must recognize more than ever not 
only the importance of knowledge and skill on the 
part of the physician, but also the absolute danger 
from the various nonmedical practitioners who now- 
adays are so commonly assuming the function of a 
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physician and are attempting to use the highly tech- 
nical methods of treatment, including even dangerous 
surgical operations—without first securing the physi- 
cian’s training and skill. One does not send a valu- 
able watch to a mechanic or a blacksmith for exami- 
nation or repair. The highly complicated human 
machine, with its many intricate life processes and 
delicate vital structures, should be intrusted only 
to one who is skilled in the use of modern methods 
of treatment and who knows when and how to use 
them. Such a training is now available in all our 
private or State university medical schools and is 
recognized in all countries of the world as essential 
for the efficient care of sick and injured people.” 


NOTICES 
AMERICAN MEDICAL ASSOCIATION OF 
BERLIN 


Dear Sir: 

The numbers of Americans coming to Ber- 
lin for the study of medicine and for postgrad- 
uate work in the clinies and laboratories have 
prompted the reorganization of the American 
Medical Association of Berlin, which formerly 
rendered such valuable service to American 
medical men, in order that some competent cen- 
tral bureau of information be available. The 
American Medical Association of Berlin gladly 
furnishes information on any subject connected 
with the study of medicine and allied sciences 
in Berlin, including cost of living, ete. 

Yours truly, 
AMERICAN MEDICAL ASSOCIATION OF BERLIN, 
By A. A. Goldbloom. 
Berlin NW6, Luiseriplatz 2-4. 


REMOVALS 


Dr. GeorcE E. Caisse has moved to 299 Wash- 
ington St., Hartford, Connecticut. 

Dr. H. R. Recorp has moved his office to 27 
Temple St., Quincey. 

Dr. ALBERT MarsH announces his removal 
from Hill Crest, Southboro to Old Natick Inn, 
South Natick, Mass. 


CORRECTION 


THE address of Dr. Joseph E. Sternberg was 
given incorrectly in our issue of November 3 
under the heading ‘‘Changes in Faculty Ap- 
pointments at Boston University School of 
Medicine.’’ The address should read 100 Boyl- 
ston St., instead of 520 Commonwealth Ave. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission an- 
nounces the following open competitive examinations: 
Associate Pathologist, $3,000 
Assistant Pathologist, $2,400 


Applications for associate and assistant pathologists 
must be on file with the Civil Service Commission at 
Washington, D. C., not later than December 6. 

The examinations are to fill vacancies in the Bu- 


Washington, D. C., or in the field. A vacancy exists 
at Pittsburgh, Pa. 

Full information may be obtained from the United 
States Civil Service Commission, Washington, D. C., 
or the secretary of the United States Civil Service 
Board of Examiners at the postoffice or custom house 
in any city. 


SELECTION OF PROFESSOR OF CHEMISTRY, HYGIENIO Las- 
ORATORY, PusBLic HEALTH SERVICE, TREASURY DEPART- 
MENT 


Applications Must Be on File with the Civil Service 
Commission at Washington, D. C., Not Later Than 
November 29, 1927 


The United States Civil Service Commission states 
that the position of Professor of Chemistry at the 
Hygienic Laboratory, Public Health Service, Treas- 
ury Department, is vacant, and that, in view of the 
importance of the position in the field of medical, 
chemical, and public health research, and to insure 
the appointment of a thoroughly qualified man for 
the work, an unusual method of competition will be 
followed to fill the vacancy. Instead of the usual 
form of civil service examination, the qualifications 
of candidates will be passed upon by a special board 
of examiners, composed of Dr. G. W. McCoy, Director 
of Hygienic Laboratory; Dr. Charles L. Parsons, 
Chemical Engineer, Mills Building, Washington, D. 
C.; Dr. Julius Stieglitz, Head of Department of Chem- 
istry, University of Chicago, Chicago, Ill.; Dr. Charles 
H. Herty, Chemical Foundation, New York City; Dr. 
Reid Hunt, Harvard Medical School, Boston, Mass.; 
and A. S. Ernest, Examiner of the United States Civil 
Service Commission, who will act as chairman of the 
committee. For the purposes of this examination 
all of these men will be examiners of the Civil Serv- 
ice Commission. 

The duties of this position will consist of planning, 
conducting and supervising researches in the field 
of chemistry as it relates to the public health. The 
incumbent will have full charge, as chief, of the Divi- 
sion of Chemistry and as such will be responsible 
for the administration, personnel, and scientific work 
of that division. 

The entrance salary of this position is $6,000 a 
year. Promotion may be made without change in 
assignment up to $7,000. 


UNITED STATES PUBLIC HEALTH SERVICE 


CHRONOLOGICAL LIST OF CHANGES OF DUTIES AND Sra- 
TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 
UNITED STATES PusBLic HEALTH SERVICE 


OcToBER 5, 1927 


Senior Surgeon M. H. Foster. Directed to proceed 
trom Chicago, Ill., to Minneapolis, Minn., and return, 
10 attend a meeting of the American Hospital Asso- 
ciation to be held October 10-14. September 27, 1927. 

Surgeon H. McG. Robertson. Relieved from duty 
at Ellis Island, N. Y., and directed to proceed to 
Washington, D. C., and report to the Bureau for duty. 
September 27, 1927. 

Surgeon F. M. Faget. Relieved from duty at Ellis 
Island, N. Y., and assigned as medical officer in charge 
of United States Quarantine Station, Mobile, Ala. 
September 28, 1927. 

Surgeon C. H. Waring. Relieved from duty at 
Mobile, Ala., and directed to proceed to Washington, 
D. C., and report to the Bureau for assignment to 
duty. September 28, 1927. 

Sanitary Engineer L. C. Frank. Directed to pro- 
ceed from Montgomery, Ala., to Oxford, Miss., and 
return, to attend the meeting of the University Insti- 
tute on Mississippi Affairs to be held October 6. Sep- 
tember 28, 1927. 

Associate Sanitary Engineer Leonard Greenburg. 


reau of Mines, Department of Commerce, for duty inDirected to proceed from New Haven, Conn., to Wash- 
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ington, D. C., October 3, and return, in connection} during the remainder of the fiscal year, in connec- 


with ventilation studies. September 28, 1927. 

Consultant F. I. Cooper. Directed to proceed from 
Boston, Mass., to Washington, D. C., October 3, and 
return, in connection with ventilation studies. Sep- 
rember 28, 1927. 

Consultant A. W. Feldman. Directed to proceed 
from New York City to Washington, D. C., and re- 
turn, October 3, in connection with ventilation stud- 
ies. September 28, 1927. 

Consultant D. D. Kimball. Directed to proceed 
trom New York City to Washington, D. C., October 3, 
and return, in connection with ventilation studies. 
September 28, 1927. 

Consultant F. R. Still. Directed to proceed from 
New York City to Washington, D. C., October 3, and 
return, in connection with ventilation studies. Sep- 
tember 28, 1927. 

Consultant A. C. Willard. Directed to proceed from 
Urbana, Ill., to Washington, D. C., October 3, and 
return, in connection with ventilation studies. Sep- 
tember 28, 1927. . 

Consultant C.-E. A. Winslow. Directed to proceed 
from New Haven, Conn., to Washington, D. C., Octo- 
ber 3, and return, in connection with ventilation 
studies. September 28, 1927. 

Surgeon W. H. Frost. Directed to proceed from 
Baltimore, Md., to Cincinnati, Ohio, October 13, and 
return, in connection with stream pollution investi- 
gations. September 29, 1927. 

Consultant S. A. Forbes. Directed to proceed from 
Urbana, Ill, to Cincinnati, Ohio, October 15, and re- 
turn, in connection with stream pollution investiga- 
tions. September 29, 1927. 

Consultant R. E. Hall. Directed to proceed from 
New York City to Washington, D. C., October 3, and 
return, in connection with ventilation studies. Sep- 
tember 29, 1927. 

Consultant E. O. Jordan. Directed to proceed from 
Chicago, Ill, to Cincinnati, Ohio, October 15, and re- 
turn, in connection with stream pollution investiga- 
tions. September 29, 1927. 

Consultant Langdon Pearse. Directed to proceed 
from Chicago, Ill., to Cincinnati, Ohio, October 15, 
and return, in connection with stream pollution in- 
vestigations. September 29, 1927. 

Consultant E. B. Phelps. Directed to proceed from 
New York City to Cincinnati, Ohio, October 15, and 
return, in connection with stream pollution investi- 
gations. September 29, 1927. 

Consultant L. J. Reed. Directed to proceed from 
Baltimore, Md., to Cincinnati, Ohio, October 15, and 
return, in connection with stream pollution investi- 
gations. September 29, 1927. 

Surgeon P. D. Mossman. Directed to proceed from 
Rolla, Mo., to Chicago, Ill., and return, to attend the 
meeting of the National Committee for the Preven- 
tion of Blindness to be held October 13-15. Septem- 
ber 30, 1927. 

Acting Assistant Surgeon R. E. Bodet. Directed 
to proceed from New Orleans, La., to Quarantine, La., 
and return, for temporary duty. September 30, 1927. 

Acting Assistant Surgeon M. A. D’Alesandro. 
Directed to proceed from Philadelphia, Pa., to Balti- 
more, Md., and return, for the purpose of accompany- 
* patient to U. S. M. H. No. 1. September 30, 


Acting Assistant Surgeon Fleetwood Gruver. Di- 
rected to proceed from Galveston, Texas, to Freeport, 
return, for temporary duty. September 


Surgeon G. A. Kempf. Directed to proceed from 


Washington, D. C., to Hagerstown, Md., October 4, 
and return, in connection with field investigations 
of child hygiene. October 1, 1927. 

Acting Assistant Surgeon A. V. Hardy. Directed 
to proceed from Iowa City, Iowa, to such places in 
the State of Iowa as may be necessary, and return, 


tion with the epidemiological study of Malta fever. 
October 1, 1927. 

Special Consultant J. W. Ellms. Directed to pro- 
ceed from Cleveland, Ohio, to Cincinnati, Ohio, Octo- 
ber 16, and return, in connection with stream pollu- 
tion investigations. October 1, 1927. 

Surgeon C. R. Eskey. Directed to proceed from 
Manila, P. I., to Calcutta, Ind., and return, to attend 
the Seventh Congress of the Far Eastern Association 
of Tropical Medicine to be held December 5-22. Octo- 
ber 3, 1927. 

Assistant Surgeon F. R. Brunot. Relieved from 
duty at Manila, P. I., and assigned to duty at Hong- 
kong, China. October 3, 1927. 

Assistant Surgeon F. C. Stewart. Relieved from 
duty at Hongkong, China, and assigned to duty at 


| Manila, P. I. October 3, 1927. 


Senior Surgeon S. B. Grubbs. Authorized to pro- 
ceed from Chicago, Ill., to Faribault, Minn., and re- 
turn, to investigate a claim against the United States 
Employees’ Compensation Commission. October 4, 
1927. 

Surgeon L. L. Williams, Jr. Directed to proceed 
from Richmond, Va., to Aberdeen, Md., October 6, 
and return, in connection with malaria investiga- 
tions. Also directed to proceed from Richmond, Va., 
to Atlantic City, N. J., October 17, and return, in con- 
nection with malaria investigations. October 4, 1927. 

Assistant Surgeon E. B. Archer. Directed to pro- 
ceed from Ellis Island, N. Y., to Vineyard Haven, 
Mass., and assume temporary charge of U. S. M. H 
No. 22. October 4, 1927. 

Assistant Surgeon G. J. Van Beeck. Relieved from 
temporary duty at Vineyard Haven, Mass., and direct- 
ed to return to station at Ellis Island, N. Y. Octo- 
ber 4, 1927. 


Official: 


C. C. Pirrce, Acting Surgeon General. 


LECTURE COURSE IN PHYSIOTHERAPY 


Dr. Noble M. Eberhart will deliver a course of lec- 
tures in Physiotherapy with special reference to ad- 
vanced technique, at the City Hospital, Worcester, 
Mass., from November 21 to 26. The opening lecture 
will be given Monday, November 21, at 8 P. M. 


REPORTS AND NOTICES OF 
MEETINGS 


BERKSHIRE DISTRICT MEDICAL 
SOCIETY 


Tue Berkshire District Medical Society will 
hold an unusual meeting for the discussion of 
Caneer at the Hotel Wendell, Pittsfield, on 
Thursday, November 10, 1927. 

At 4 o’clock p. m. there will be a demonstra- 
tion clinie at the Hillcrest Hospital, Pittsfield, 
at which Dr. Bloodgood will officiate. 

Dinner will be served at the Wendell at 
6:30 p. m. 

Directly after the dinner, Joseph C. Blood- 
good, M.D., of Johns Hopkins Hospital will 
speak on the subject of Cancer, and Dr. George 
Bigelow, M.D., Director of Public Health in 
Massachusetts, will tell us of the State Program 
Against Cancer. 

Meeting will then be open for general dis- 
cussion. 

This meeting will be open to nurses, public 
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health workers, and lay people interested in 
Cancer. 
If you are not present your nurse or patient 
may miss you. 
T. P. Henneuzy, M.D., President. 


NEW ENGLAND PEDIATRIC SOCIETY 


THERE will be a meeting of the New England 
Pediatrie Society at the Boston Medical Li- 
brary, on Friday, November 11, 1927, at 8:15 
P. M. 


The following paper will be read: 
Diagnosis and Treatment of Poliomyelitis, 
E. H. Luther, M.D. 
Light refreshments will be served after the 
meeting. 
J. Hrrpert Youna, M.D., President. 
Tuomas H. LANMAN, M.D., Secretary. 


THE EIGHTY-FIRST ANNIVERSARY 
MEETING OF THE NEW YORK ACAD- 
EMY OF MEDICINE 


THE meeting will be held on Thursday even- 
ing, November seventeenth, at Fifth Avenue and 
One Hundred and Third Street, at eight-thirty 
o’clock. The Anniversary Discourse will be de- 
livered by Professor John Dewey on ‘‘Mind and 
Body.’’ 


MEETING OF THE MASSACHUSETTS 
SOCIETY FOR MENTAL HYGIENE 


THE annual meeting and luncheon of the 
Massachusetts Society for Mental Hygiene will 
be held at the Twentieth Century Club, 3 Joy 
Street, Boston, on Wednesday, November 16, at 
one o’clock. 

The speakers are Mr. Richard A. Feiss, a 
prominent consulting industrial engineer and 
ex-president of the Taylor Society, who will 
discuss ‘‘The Mental Hygiene of the Manage- 
ment,’’ and Dr. Payson Smith, Commissioner 
of Education of Massachusetts. His subject is 
‘The Obligations of the School to the Mental 
Health of the Child’’. 


MEETING OF THE MASSACHUSETTS 
ASSOCIATION OF BOARDS OF HEALTH, 
HOTEL BELLEVUE, OCTOBER 28, 1927 


ONE hundred and twenty-two representatives 
of different health agencies of the state met at 
the above-mentioned place and date to listen to 
a discussion of the Poliomyelitis problem. 

After the luncheon and routine business had 
been disposed of, the President read a letter 
from Governor Fuller regretting his inability to 
be present and complimenting the Society on 
the work which had been done and the efforts 
which are being made to elucidate the problem 
of Infantile Paralysis. He extended his best 


wishes and assured the Association of his ecodp- : 


eration in all public health measures. 

Dr. W. Lloyd Aycock, Member of the Har- 
vard Infantile Commission, Director of the Re- 
search Laboratory Vermont State Health De- 
partment, presented the facts relating to Infan- 
tile Paralysis. He outlined the essential fea- 
tures upon which early diagnosis depends, such 
as fever (which is usually not high, running 
from 101 to 102) headache, vomiting, twitching 
of the muscles of arms and legs, backache and 
later loss of voluntary motion. The general ap- 
pearance of the patient was indicative of pros- 


‘tration, apprehension and one very significant 


symptom, a disproportionate rapidity of pulse, 
this pulse rate usually being 140 or more. The 
reflexes are usually irregular and not especially 
significant. One of the most important pre-par- 
alytic symptoms is found in the moderate rigid- 
ity of neck and spine not amounting to opisthot- 
onous. This rigidity seems like nature’s 
effort to protect the spinal column from bend- 
ing. Spinal puncture shows an increased cell 
count in the spinal fluid. Diagnosis in the pre- 
paralytic stage can usually be made if the ob- 
server is reasonably careful to elicit all the facts. 
The important problem in dealing with these 
eases is to prevent the development of paralysis. 
A certain amount of confidence has been estab- 
lished by the use of blood serum from convales- 
cent cases which seems to neutralize the virus, 
but the evidence is not wholly conclusive at the 
present time. The after treatment is particu- 
larly an orthopedie problem. As far as preven- 
tion is concerned, one must study the mode of 
spread and possible causes. There are two dif- 
ferent types of epidemics, one the explosive 
and another which is milder and which develops 
more gradually. Dr. Aycock brought out his 
suspicion with reference to milk as a possible 
common mode of spread of the disease and stat- 
ed that some outbreaks had been traced to that 
agent. It may be necessary to take advantage 
of indirect observation because of lack of defin- 
ite demonstrations of the causes of the dissem- 
ination of the disease and a strong inferential 
evidence may be obtained in this way. It has 
been found that the distribution is very much 
like that of measles and one reason why it at- 
tacks young people more generally is that adults 
have probably become immune by some previous 
mild infection just as adults are immune to mea- 
sles because of previous experience with the 
disease. In a somewhat similar way the general 
problems are like those with diphtheria. In all 
probability those who do not have the disease 
when exposed are like the people who are im- 
mune to diphtheria and measles. The route 
of the infection is possibly through the upper 
respiratory tract as shown by experiments on 
monkeys where repeated applications of the 
virus upon mucous membranes of the nose have 
brought about the development of the disease 
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although monkeys are rather resistant as shown 
by the fact that single applications have not 
been of sufficient potency to bring about the 
development of the disease. 

Dr. Ayeock was followed by Dr. Milton J. 
Rosenau, Professor of Preventive Medicine and 
Hygiene, Harvard University, who compliment- 
ed Dr. Aycock for the clarity and logic of his 
presentation of the problems involved in deal- 
ing with this disease. He felt that many impor- 
tant features pertaining to the disease and its 
spread were still unknown but there was reason- 
able expectation of solving its mysteries in the 
near future. The methods of dealing with this 
epidemic have given evidence of the most cordial 
cooperation between the state and local authori- 
ties which is very encouraging. As a compari- 
son he spoke of a recent visit to a section of the 
Far East where typhoid fever and syphilis af- 
fected a very large proportion of the population. 
The conditions in this locality were particularly 
unhygienic, and in conference with local offi- 
cials, he suggested a municipal house-cleaning 
campaign. So far as syphilis is concerned its 
dissemination in this region is probably very 
generally through innocent channels and re- 
sulted from crowded conditions and close asso- 
ciation of the inhabitants and when he suggested 
the wisdom of protective measures the official 
told him that it was unwise because everybody 
had to have it and it was better to have it in 
this world than in the next. 

Returning to Poliomyelitis Dr. Rosenau said 
it was a very old disease although there was no 
history of outbreaks comparable with the pres- 
ent time. Speaking of the incubation period he 
‘ noted that some observers claimed that it was 
extremely short (from one to three days) and 
that the extension was from one person directly 
to another. It may be, however, that the almost 
simultaneous development of the disease in a 
given family is not due to the extension from 
one person to another but rather to a simulta- 
neous infection. The incubation period may be 
as long as a week or more. <A definite feature 
of the disease is its periodicity, for about every 
three years we have an increased number of 
cases which, after having reached the peak, 
gradually decline for two or three years and 
again recurrence takes place very much like 
the periodicity of measles. So far as immunity 
18 concerned, one attack makes a person immunc 
for lite and immunity of places as well as per- 
Sons seems to have been established. The dis- 
ease seems to run itself out in certain localities. 
So far as transmission is concerned, we have no 
knowledge comparable with the facts relating to 
diphtheria, typhoid fever and similar diseases so 
that we must be conservative in our opinions 
Since some of the evidence is very conflicting. 
The disease is probably spread by more than one 
method and while milk might be a vehicle he 
felt that it was not the only method of spread. 


We must honestly say that to a certain extent 
we are groping in the dark so far as any known 
method of prevention is concerned. 

Mr. George T. Lennon, Agent, Haverhill 
Board of Health, read a very instructive paper 


giving the facts which have been observed and 


correlated and setting forth the important fea- 
tures of the epidemic in Haverhill. This paper 
has been submitted to the JouRNAL and will be 
published. 

Dr. C. L. Secamman, Deputy State Health 
Commissioner, stated that nine hundred and 
sixty-five cases had been reported in this epi- 
demic which is the largest number since 1916 
when we had about nineteen hundred cases, It 
has been observed in epidemics that the age 
grouping in urban centres in the majority of 
cases is under five years whereas in suburban 
sections the average age is higher. Dr. Scam- 
man paid tribute to the excellent work that is 
being done by local organizations and answered 
several questions which were put from the floor. 

The papers and discussions were of unusual 
interest and the Association should be compli- 
mented for this very instructive program. 


COMBINED PEDIATRIC MEETING 


THE annual combined meeting of the New 
England Pediatric Society, the Philadelphia 
Pediatrie Society and the Section of Pediatrics 
of the New York Academy of Medicine was held 
in New York under the auspices of the Academy 
of Medicine on October 29, with about 200 mem- 
bers of the three societies attending. The meet- 
ing was opened at 9:30 A. M. in the new 
pediatric pavilion of Bellevue Hospital un- 
der the direction of Dr. Charles Hendee Smith, 
who described the physical layout and equipment 
of the wards, with the three bed moveable cubicle 
units which have proven so satisfactory. Dr. 
Smith also demonstrated the sleeping bag in use 
in the wards and described the unit staff organi- 
zation, under which all staff members serve both 
in Out-Patient Department and House. 

The protocol of a case of convulsions, blind- 
ness and deafness with normal eye grounds and 
ears was then read. This case was observed for 
a year, and autopsied at death. The brain 
showed increased myelin, especially in the gray 
matter, with so great an increase of glia that the 
nerve cells were almost crowded out. The proc- 
ess apparently began in the occiput, finally 
causing blindness and involving the pyramid 
and cortex, the latter being responsible for the 
convulsions. Although this case resembled 
Schilder’s disease in some respects, no diagnosis 
could be made. 

The first paper was by Dr. John D. Lyttle, on 
nephritis in children. Dr. Lyttle first outlined 
the usual classification of nephritis in children. — 

(1) Acute glomerular nephritis (hemor- 


rhagic) 
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(a) Benign (focal embolic or non-embolie 
elomerulitis) 
Severe (diffuse glomerulitis) 

(2) Acute tubular nephritis (exudative ) 

(3) Acute diffuse glomerulo-tubular nephri- 
tis. The prognosis is better in acute glomerular 
nephritis on account of the liability to recurrence 
and the susceptibility to infection in the acute 
tubular type (nephrosis). 

Dr. Harry Bakwin then talked on the factors 
influencing the calcium level in the blood serum 
of infants with tetany. Infantile tetany 1s not 
always associated with rickets ; rickets is unusual 
in tetanie infants under four months of age. 
Tetany and rickets are due to different factors, 
but factors often oceurring together. 

The factors producing tetany are prenatal, 
environmental and constitutional. Tetany is oc- 
casionally encountered at birth with a low serum 
calcium, although we do not know what the pre- 
natal factors are. Environmental factors depend 
on seasonal variation, ultraviolet radiation and 
infection. Cod liver oil is not generally effective 
on the serum caleium as it is on phosphorous. 
Irradiated cholesterol is also ineffective. The 
constitutional factors depend on sex, race and 
body build and are very important. In a series 
of 164 eases the sex ratio of boys to girls was 2-1, 
After 8 months, the ratio diminishes. 

A ease of syphilis with obstructive jaundice 
was then shown and three cases of nitro benzine 
poisoning were described, one due to fumes from 
a shoe dye and two to an insecticide. 

Following an inspection of the pavilion the 
meeting adjourned to the Rockefeller Institute, 
where Dr. D. D. Van Slyke demonstrated gaso- 
metric micromethods for clinical analysis. There 
are not only volumetrie and colorimetric indirect 
methods of analysis, but also the method by 
which the substance is converted into a gas and 
measured by the Van Slyke apparatus. There 
are several methods of gasometrie analvsis. 

(1) Carbon dioxide methods 

fa) biearbonate of blood 

(b) oxidation of oxalie acid with potassium 
permanganate 

(¢) conversion of urea by urease to carbon 
dioxide and ammonia. One method of measure- 
ment is by extracting the gases by a vacuum: 
another by measuring their pressure in millime- 
ters of mereury. 

(2) Oxygen methods 

(a) saturation of hemoglobin with air and 
determination of the oxygen content 

(b) determination of methemoglobin by its 
reduction to hemoglobin. 

(3) Carbon monoxide methods. 

(4) Ammonia method, by hyperbromide solu- 
tion. 

(5) Methods dependent on oxidation of 
hydrozene, by producing pure nitrogen gas. 

The second paper was by Dr. T. M. Rivers on 
the etiology, pathology and prevention of 


measles. Dr. Rivers’ paper was in the main an 
analysis of the various theories on measles. Ex. 
perimental work on the transmissibility 
measles was cited. Tunnicliff’s diplococeus was 
mentioned, and the work of Mallory and Medlar: 
on the histology, with their demonstration of the 
upper corium as the site of the initial injury in 
the skin. No pathognomonic cellular reaction 
has yet been observed. The essential and im- 
portant differences between searlet fever ani 
measles were mentioned. All reports leave us in 
much confusion concerning the problem of 
measles, but the majority of the evidence, accord- 
ing to Dr. Rivers, supports the theory that the 
etiologic agent is a filterable virus. 

Dr. Alexis Carrel brought the morning session 
to a close with his really wonderful cinemato- 
graphic studies of normal and malignant cells. 
taken from living tissue cultures. Luncheon 
was served at the Institute. 

In the afternoon at the New York Academy of 
Medicine, Drs. Stafford MeLean and Rustin Me- 
Intosh showed a large series of X-rays taken in 
healing scurvy cases, covering a period of time 
from the admission of the patients to 90 weeks 
after in one case. Eighty-five per eent. of the 
cases showed the calcified epiphyseal line and the 
typical scurvy line of rarification back of the 
epiphysis. ‘The centres of ossification showed at 
the periphery increase in density and broadening 
of the margin, with the centres showing an area 
of rarification. The epiphyses may be separated. 
Spur formation at the epiphysis as increased 
calcification begins is considered an early evi- 
dence of healing. 

Dr. Haven Emerson spoke of seasonal varia. 
tion of growth in children, his conclusions being 
the result of studies made in Toronto, New York 
and Honolulu. Dr. Emerson feels that the term 
‘*seasonal variation,”’ as first used by Professor 
W. T. Porter is unwarranted, since failures to 
gain at certain seasons are not normally physio- 
logical but rather due to sickness or other ad- 
verse conditions. 

Professor Bela Schick spoke of certain aspects 
of tuberculosis in infaney, and Dr. James R. 
Wilson read a paper on the anatomie lesion of 
so-called pvelitis in infaney, based on work done 
in conjunction with Dr. Osear M. Schloss. Ac- 
cording to this belief, as borne out by a number 
of post-mortem examinations, pyuria may be due 
to a suppurative process in the cortex of the kid- 
ney, and is a suppurative nephritis rather than 
an infection of the pelvis. 

The meeting ended with a dinner at the 
Academy at which the address of welcome was 
given by Dr. W. R. May, Chairman of the See- 
tion. After the dinner, Professor Harlow Shap- 
ley, Director of the Harvard Astronomica! 
Observatory, gave an illustrated talk on the 


jevolution of stars. 
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MEETING OF THE NORTHERN INTER- 
CTTY GROUP OF HEALTH WORKERS 


Ox Thursday evening, Oct. 27, a northern 
inter-eity group of health workers met in City 
Hall. Malden, at the eall of Dr. Carroll C. Bur- 
pee, chairman of the Malden health department. 
Besides Malden, there were representatives, in 
cone eases as many as three, of Arlington, Ever- 
ott. Medford. Melrose, Revere, Somerville. 
Sioneham, Wakefield and Winchester, in all 
about thirty in number. 

in calling the meeting to order Dr. Burpee 
stated that such a gathering had been his dream 
for a number of years. He emphasized the need 
of conferences of the kind, ‘‘for there is no 
houndary line in health administration between 
related cities’. He expressed the hope that this 
might be but the beginning of many such meet- 
ings, in which the personal contact of health 
officers and their assistants and the interchange 
of experiences might prove of benefit to all. 
This idea was towards the close of the meeting 
developed into action by the vote to authorize 
the chairman to name a committee to consider 
and outline the organization of a ‘‘Suburban 
Health Officers North’’. 

There were three speakers on the program, 
Dr. E. A. Lane, state district health officer for 
this section, whose subject was ‘*Diphtheria,”’ 
Dr. Eliot H. Luther, of the Harvard Infantile 
Paralysis Commission, whose topic was with ref- 
erence to present knowledge of this disease, and 
Mr. John Ritchie of Malden, who had no defin- 
ite title assigned him. 

Dr. Lane’s story was directed particularly to 
health officers and school officials. With a know!- 
edge of the nature of the disease and the means 
of its spread, more complete than with most of 
the communicable diseases, it would seem as If 
more activity in means for prevention should be 
developed; ‘‘Diphtheria control should be bet- 
ter,’’ he said. 

Dr. Lane emphasized the need of educational 
work, and considered this to be an important 
field for the health department. One line of 
this education should be to spur up physicians 
to give anti-toxin without waiting for the labor- 
atory report. The new general official program 
is different in some respects from the old. For- 
merly it was the idea to create a public excite- 
nent, get a large number of children to be treat- 
ed, and then practically drop the work till some 
later period of activity. It is now believed to 
be better to continue routine work year after 
year. In schools, having cleared up the existing 
croup, the entering elasses are to be cleared up 
us they come. 

‘he speaker characterized the Schick test for 
culdven below ten years of age as ‘‘a waste of 
time’, So large a ratio of little ones react 
to it that it seems better to proceed with inocula- 
tion at onee. The importance of keeping records 
Was emphasized and need of standard forms for 


this. The State Department of Public Health is 
preparing such forms at the present time. There 
is also need of codperation between the school 
department and the local health officers, for in 
many instances the board practically 
no information about the immunizing work in 
the schools. 


In discussion, Dr. W. M. McBain, of the Mal- 
den hoard, noted how in some eases it is diffi- 
cult to interest a school committee in health 
work, especially if members happen to be Chris- 
tian Scientists or supporters of the Medical Lib- 
erty League. He outlined some of the good 
work that had been done in the Malden schools. 
He commented on the seriousness of laryngeal 
diphtheria and urged physicians to consider 
for a while that a case of croup, with elevation 
of temperature, might possibly be diphtheria. 
Dr. C. P. Holden, chairman of the board of 
health of Melrose, spoke briefly about the diph- 
theria work in the schools of his city. 


Dr. Luther gave in effect the experiences of 
the physicians of his commission during the 
present outbreak of infantile paralysis. The 
disease cannot be outlined as clearly as ean 
diptheria, nor can means of control be so defi- 
nitely stated. It is one of the most dreaded of 
maladies, which apart from the paralysis would 
be minor. The distribution seems to be by a 
filterable virus, killed at the temperature of Pas- 
teurization, which may most readily be obtained 
from the spinal column of those who have suc- 
cumbed to the disease. Very little is known of 
the mode of spread, but a few related cases sug- 
gest that it is sometimes milk-borne. Further 
than this it seems unlikely that it is due to an 
intermediate host. The age distribution resem- 
bles that in measles and diphtheria, and the sug- 
gestion here is that the virus is widely distribu- 
ted. It seems reasonable to insist on pasteuriza- 
tion of milk and the safeguarding of food. 

Dr. Luther spoke of the work of the Commis- 
sion, sketched the diagnosis and treatment, 
noted that the fever may be so mild for the two 
or three days preceding paralysis as to be over- 
looked and in non-epidemie years quite likely to 
be unnoticed. He spoke of and demonstrated 
the feature of the rigidity of the back. Lumbar 
puncture will diagnose the condition. It is im- 
possible to predict the severity of the paralysis. 
Certain demonstrations with serum against a 
control of untreated cases give hope in this di- 
rection. The speaker stated that the effect of 
the disease is a dead cell, and treatment must be 
given before the cell dies. He therefore urged 
earliest possible diagnosis, and greatest care in 
observing the slightest suspicious symptoms. 
Physicians present asked a good many technical 
questions. 

The hour being late, Mr. Ritchie made no ex- 
tended remarks, merely emphasizing the value 
of meetings of the kind, and noting two or three 
instances in other associations where beneficial 
results had followed. 
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HARVARD MEDICAL SOCIETY 
A CLINIC AND DISCUSSION OF CERTAIN EPIDEMICS 


Tue Harvard Medical Society met on Tuesday 
evening, October 25, 1927, at 8:15 in the Peter 
Bent Brigham Hospital. Two cases were pre- 
sented and Dr. C. L. Connor gave a resumé of 
the recent typhoid epidemic in Montreal. Dr. 
Henry Christian then spoke on a water-borne 
epidemic of typhoid fever in Salem, Ohio. , 

Dr. Barr presented the first case. The patient 
showed several anomalies, probably congenital, 
and an anemia, the cause of which was not def- 
initely ascertained. The patient, a man of 62, 
entered the hospital three weeks ago with indi- 
gestion, marked loss of weight and a sense of 
pressure in the epigastrium. His family and 
marital history were essentially negative, while 
his past history of any importance was 2-3 epl- 
leptiform seizures some 30 years ago. 

His present illness dates back to 1923 with 
distress in the right abdomen. Subsequent 
trouble, diarrhoea and vomiting, sent him to a 
doctor who diagnosed by X-ray diaphragmatic 
hernia of the stomach and diverticulitis of the 
colon. He refused to enter a hospital until 
forced by increasing weakness and lack of appe- 
tite. He was troubled by nocturia and fre- 
quency. 

Clinical examination at the hospital showed a 
fluctuating white count from 6-8000 and a red 
eount of 2,600,000 of normal differential count. 
Dr. Murphy felt the smears to be compatible 
with chronic blood loss without marked regenera- 
tive power. The urine showed a trace of albumen 
and a few red and white blood cells. There were 
no casts and no gross hematuria. Stools were 
negative. Gastric analysis revealed free Hel. 
Pthalein was rather low, and a two-hour renal 
function test revealed some fixation of specific 
gravity. Cystoscopy showed some infection of 
the bladder and several divertieculae. X-ray 
showed a large diaphragmatic hernia of the 
stomach and large bowel into the thoracic cavity 
directly behind the heart. 

The patient certainly has a diverticulitis of 
the stomach and large bowel. His red count is 
steadily falling on a high calorie, non-liver diet. 
He might have a chronic nephritis or a primary 
anemia. 

The second case was presented by Dr. Fitz- 
hugh. The patient, a boy of 14, came into the 
hospital with a complaint of weakness. His 
present illness, accompanied by pain in the ab- 
domen, dates back to August 22. Loss of appe- 
tite and weakness sent him to the Out-door 
Department. He was seen three times there 
and was finally admitted to the hospital after 
he had lost ten pounds. 

Physical examination showed furring of the 
tongue, a systolic murmur, fine rales over the 
lower lobe of the right lung, and marked mental 
lethargy. A high fluctuating temperature and 


a positive Widal indicated typhoid, but positive 
urine and stool cultures were not obtained until! 
October 8th. There were no rose spots nor was 
the spleen enlarged. 

The case was presented as one of difficult diag- 
nosis, the positive Widal being the only unques- 
tionable evidence for more than a month. 


A RECENT TYPHOID EPIDEMIC IN MONTREAL 
BY DR. C. L. CONNOR 


The cause of the recent Typhoid Epidemic in 
Montreal was for some time a mystery due to 
the suppression of information by the city offi- 
cials. The first wave of infection came about 
the beginning of March, and the second the be- 
ginning of May. After the second wave inspec- 
tion of the city showed the following picture: 

Montreal is divided into three districts, Mon- 
treal proper, the city of Westmount, and the city 
of Verdon. Each one has its separate water 
supply. Since the first cases appeared simul- 
taneously in Verdon and eastern Montreal, water 
supply inspection was ruled out. 

It was discovered that most cases were in 
homes where there were children and in asylums. 
The milk was found to come from the same 
dairies. One-eighth of the milk supply for the 
city came from one dairy and in connection with 
this, 75% of the cases had taken milk from this 
same dairy. This conclusively proved the epi- 
demic to be milk-borne. 


The preventive measures the city had taken 
were poor and inefficient. There was only one 
milk inspector, one or two for meats, and a few 
for the 1200 odd farms giving milk to the city. 
Even though typhoid is endemic to Montreal, a 
rise from 6-8 cases a year to 5145 clearly showed 
that something had to be done. 

An examination of the suspected plant was 
undertaken. <A cream count showed thirteen 
million bacteria with some colon bacilli. Pas- 
teurization made this count almost zero. The 
incoming milk was not handled till it was ready 
to deliver, and while one leaky valve was found, 
sufficient general contamination from this spot 
was improbable. A foreman was found who had 
had typhoid and showed the bacilli in the stools. 
Here again is hardly a gross factor in the infec- 
tion. The fundamental cause was that at the 
time of the epidemic more milk came into the 
factory than was pasteurized, and was distrib- 
uted to the public as raw milk. 

Several means to combat the epidemie were 
tried. Some Life Insurance companies began 
vaccinating the public free of charge. About 
one-third of the cases were isolated. Two nega- 
tive stools were required before the patient was 
allowed to leave the hospital. Finally, after the 
government had taken over the milk-plant, the 
epidemic ceased. 

There was one case of pyelitis, and there were 
several lesions of the esophagus. Autopsy on 
four of the five cases which died in the hospital 
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revealed death due to pneumonia in one case, 
severe toxemia in another, and two from perfora- 
tion and hemorrhage. 

Summing up the occurrence, there were 5145 
cases in six months with 528 deaths, a mortality 
of 10.25%. The morbidity was 51 per 100,000. 
The age distribution showed 903 cases under 10 
years of age and 718 under 20. There were two 
waves in the epidemic about a month apart. The 
epidemie was undoubtedly due to inadequately 
pasteurized milk, with some infection from ice- 
cream. 


A WATER-BORNE EPIDEMIC OF TYPHOID FEVER IN 
SALEM, OHIO 


BY DR. HENRY A. CHRISTIAN 


The town of Salem is one of some 9000 inhabi- 
tants with few of the poorer class of people. 
Its water supply is obtained from three sets of 
wells which drain into a central reservoir. In 
an attempt to save money, vitrified tile pipes 
with cement elbows were used for one collecting 
pipe, instead of iron pipe. Parallel to this ran 
a sewer line. 

On October 9 and 10, 1920, 7000 of the 9000 
inhabitants got diarrhea. The State Board of 
Health was called October 14th and came the 
17th. It compared the occurrence of diarrhea in 
the rural districts and in the city, finding only 
17% in the country and 63% in the city. On 
testing, the water in the three sets of wells was 
pure, but the basin contaminated. The water from 
two pipes was pure, but the water from the tile 
pipe was contaminated. This was blocked off 
and the water chlorinated. The epidemic im- 
mediately receded. Examination of the pipe 
line showed it to be cracked and was being con- 
taminated by the also cracked sewer line. 

The control of the epidemic was well organized 
with plenty of nurses furnished by the Red 
Cross and other agencies. The mortality was the 
lowest of any typhoid epidemic, being only 
2.83%. This was probably due to the efficient 
nursing. 

The meeting, which was well attended, was 
presided over by Dr. Rosenan. 


HARVARD MEDICAL SCHOOL NEWS 


A MEETING of the Physiological Conference 
was held November 2 at 4:00 o’clock in the Bow- 
ditch Library. Dr. R. W. Gerard spoke on 
‘‘Heat Production and Metabolism in Nerve.”’ 
_ Dr. Gerard pointed out that only with the 
introduction of electricity in the study of nerve 
conduction have the old ideas given way to the 
new. In 1912 A. V. Hill attempted to find the 
amount of heat production in nerve. He failed 
for two reasons, first, because his apparatus was 
not sensitive enough, and second, because he did 
not take into consideration the possibility of 
heat produeton after conduction had taken 


place. The apparatus now employed consists of 
two galvanometers, sensitized to 2 x 10°" am- 
peres, so that sufficient amplification at least of 
1 mm. on the second galvanometer is attained. 
By this apparatus it was found that with 280 
shocks per second the isolated sciatic nerve pro- 
duced 6.9 x 10° calories per gram of nerve per 
second. The periods of heat production are di- 
vided into the initial, delayed, and recovery 
phases, 89% of the total heat appearing in the 
delayed heat. The heat per single shoek was 
not 1/280 of above result, but after one sigma 
and one shock the heat was four times as much. 

A study of heat production of a nerve in the 
absence of oxygen was also made. The lack of 
oxygen lowers the curve, but the same ratio be- 
tween the heat phases is maintained. The rest- 
ing nerve produces heat one-third as much as 
in oxygen. The ratio of O2 consumption in the 
resting and active nerve is maintained the same 
for hours, showing that the element of fatigue 


has little in inhibiting the activity of nerve 
tissue. A study of the R.Q. shows that carbo- 
hydrates are the fuel for nerve activity and 
that all activity’s ultimate source of energy is 
chemical oxidation. 

A measurement of the lactic acid production 
showed that the most produced was 100 mg.% 
which equals the carbohydrate content of nerve. 
The only sugar that could keep up the level of 
production was glucose. A larger percentage 
accumulation of lactic acid,in nerve was ob- 
served, even after four hours’ stimulation when 
only a bare 10% increase was noticed. 

Two questions were answered by Dr. Gerard. 
He explained the fact that a nerve can conduct 
impulses for about two hours in the absence of 
O2 by showing that first, lactic acid is not ac- 
cumulating, and second, that a nerve will take 
up more than the usual normal amount of O, 
after asphyxiation. This can only lead to the 
conclusion that O. is stored chemically, possibly 
in glutathione or cytothione. The second ques- 
tion of how the delayed heat production and 
reaction of a nerve effect the nerve conduction 
he explained by theory, in which he supposes 
that certain substances bring about reactions 
which may produce other unknown reactions. 
The use of the accessory substance produces the 
refractory period. When it again builds up, we 
have the relative refractory period. If the basic 
substance is used up, fatigue follows. 

Dr. Gerard also pointed out that ammonia was 
formed by nerve activity, and that there were 
other nutrition of changes, analogous to muscle 
metabolism. 


y 
\ 


888 


PDITORIAL DEPARTMENT 


Boston M. & 8. Journa) 
November 10, 1927 


SOCIETY MEETINGS 


The twenty-first annual meeting of the 
Association will be held in Memphis, 
Tenn. Detailed notice, page 372, the issue of September 1. 

November 10--Massachusetts General Hospital, staff 
meeting. Detailed notice appeared on page St! of the 
issue of November 2. 

November 11—New England Pediatric Society. 
notice appears page 882, this issue. 

November 14-—-Boston Orthopedic Club. See 
of the issue of November 8 for complete notice. 

November 16--Mussachusetts Society for Mental Hy- 
giene. For detailed notice see page 882, this issue. 

November 17 —Kighty-first Anniversary Meeting of the 
New York Academy of Medicine. See page 882, this issue. 

November 18--Boston Medical History Club. See de- 


November 4-17 
Southern Medical 


Detailed 


page Slo 


‘ailed notice on page 811 of the issue of November 3. 

November 18-19--Annual Conference of Secretaries of 
Gonstituent State Medical Associations. Chicago. De- 
tailed notice appeared on pare 816 of the Issue of Novem- 
ber 3 


DISTRICT MEDICAL SOCIETIES 


Berkshire District Medical Society 
November 10—Complete notice page SSI, this issue. 


Essex North District Medical Society 

January 4, 1928 (Wednesday)—Semi-annual meeting at 
the Canten” Church vestries, Main Street. Haverhill, at 
12:30 P. M. 

May 2, 1928 (Wednesday)-— Annual meeting at 12:50 PB, M. 

May 3, 1928 (Thursday)—-Censors meet for examination 
of candidates at Hotel Bartlett, 95 Main Street, Haverhill, 
at 2 P. M. Candidates should apply to the Secretary, 


J. Forrest Burnham, M.D., 567 Haverhill Street, Taw- 
rence, at least one week prior. 
Essex South District Medical Society 
Clinie at 


December 7 —Beverly Hospital. 
5 P. M. Dinner at 7 P. 
“pall River, Trends of 


Discussion by P. Johnson and H. Phillips 
of Beverly, 10 minutes each, and from the floor. 


January 4, 1928 (Wednesday)—Deer Cove Inn, Swamp- 
scott. Dinner at 7 P 
Dr. Frank Lahey, _ ee Points of importance 
to the General Practitioner in Surgical Diagnosis.” 
Discussion by s. Walter Phippen of Salem and 
N. P. Breed of Lynn, 10 minutes each, and from 
the floor. 


February 1 (Wednesday)—Council meeting, Boston. 


t4P.M. Buffet supper at 6 P. M., followed b 
Aspects of Mental 


“Modern 


on Abraham Myerson, ‘‘Some 

Hygie 

Discussion by Drs. W. F. Wood of Hathorne and 
G. M. Kline of Beverly, 10 minutes each, and from 


the floor 


_M. Dinner at 7 P. 
Dr. Henry RK. 
Nervous System,” 
pictures 
Discussion a. Irs. W. V. MeDermott of Salem and 
J. W. . of Lynn, 10 minutes each, and from 


Clinie at 5 


“The Acute Infections of the 
with lantern slides and moving 


the floor. 


April 11 (Wednesday)—Essex Sanatorium, 
Clinie at 5 P. M. Dinner at 7 P. M. 
Dr. Raymond S. Titus, “Obstetrical Emergencies.’’ 
Discussion by Drs. ye Egan of Gloucester and 
A. T. Hawes of Lynn, 10 minutes cach, and from 
the floor. 


May 3 (Thursday)—Censors meet at Salem Hospital for 
‘he examination of candidates at 3:30 P. M. Candidates 
should apply to the Secretary, Dr. R. i Stone, Beverly, 
it least one week prior. 


May 8 (Tuesday) 
‘o be announced, 


Middleton. 


Annual meeting. Place and speaker 


Middlesex South District Medical Society 
November 10—(Note date. It was incorrectly given in 
this column in our issue of November 3.) Censors’ meet- 


ing for the examination of candidates at the Colonial Club, 
“0 Quiney Street, Cambridge, at 4 P. M. 


Suffolk District Medical Society 


Combined meetings of the Suffolk District Medical 


Society and the Boston Medical Library will be 
en- 


held at Boston Medical 
way, at 8:15 FP. M., as follow 


8 The F 


November 16—Surgical Section. 
Dr. Donald C, Balfour, Mayo Clinic. 
December 28—Medical Section. “Functions and Organi- 

of the Boston City Hospital.’ 
nuary 25, 1928—General meeting in association with 

the “Soutien Medica! Library. 
Dr. George W. Crile, Cleveland, Ohio. 
Title to be announced la 


“Stomach Surgery.”’ 


29--Surgical Section. to be announced 
Mares 28 Medical Section. ‘“‘The Use and Misuse of 
Vaccines. br. Hians Zinsser, Dr. Francis M, Racke- 


mann, Dr. Charles H. Lawrence 
April 25—Annual meeting. KE lection of officers. 
of the evening to be announced later, 


The medical profession is cordially invited to attend 
these meetings 


Paper 


Notices of meetings wust reach the JourNAL office on the 
Friday preceding the date of issue in which they are to appear 
BOOK REVIEWS 


To Whom It May Concern, A Popular Address 
About Smallpox and Vuccination. By Dr. 
WANKLYN. 34 pages. Published by The 
Voluntary Service Fund, London. 


This is a small monograph consisting of the 
essence of numerous addresses and lectures 
which have been given by the author during the 
last thirteen vears. It puts the case in favor of 
vaccination before the lay public in a very foree- 
ful manner. Dr. Wanklyn has had much per- 
sonal experience with smallpox, having served 
as medical superintendent at the reviewing sta- 
tion during the 1901-03 epidemic, during which 
he admitted about ten thousand cases. This is 
one of the most convincing expositions which 
we have seen of the value of vaccination in the 
management of smallpox. 


Management of the Sick Infant. By LanauEy 
Porter, B.S., M.D., M.R.C.S. (Eng.), L.R.C.P. 
(Lond.) Professor of Clinical Pediatries, 
University of California Medical School, and 
E. Carter, M.D., Instructor in ’Ped- 
iatries, University of California Medical 
School, San Francisco. Third Revised Edi- 
tion, Illustrated. St. Louis, The C. V. Mosby 
Company, 1927. 


This textbook differs from most large pedi- 
atric textbooks in that it is confined to the age 
of infancy and excludes the diseases of child- 
hood. It is well written and profusely and 
clearly illustrated, containing a long and valua- 
ble section on Methods. The use of the longi- 
tudinal sinus for the injection of blood and 
other fluids would seem to be over-emphasized 
to those who have doubts as to the safety of 
such a procedure. Pylorospasm and hyper- 
trophic stenosis of the pylorus are not clearly 
differentiated. The injection of 1/10 ¢.c. un- 
diluted diphtheria antitoxin is recommended in 
testing for sensitization; this dosage might be 
fatal to a highly sensitive individual. 

No textbook could be written with which 
critics would not disagree on certain points; in 
general Porter and Carter take high rank 
among the best which have come to our notice. 
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Manual of Bacterwlogy. By Rosert Murr, 

M.A., M.D., Se.D., LU.D., F.R.S., Professor 

of Pathology, University of Glasgow, and the 

late JAMES Ritcutr, M.A., M.D., F.R.C.P. 
Ed.), late Irvine Professor of Bacteriology, 

University of Edinburgh, formerly Fellow of 

New College, Oxford. (Eighth Edition.) 

This Manual has been one of the standard 
books in Baeteriology in this country and in 
England for the last twenty-five years and rep- 
resents the eighth edition. The reviewer 1s 
familiar with them all and ean say without res- 
ervation that eaeh edition has been an improve- 
ment upon the preceding one, and this last is no 
exception. 

It is particularly gratifying to note that full 
recognition has been given to recent work in 
America. Important additions have been made 
from the knowledge gained during the War 
from the study of the bacteriology of wound in- 
fections. Immunology is well covered in chap- 
ters devoted to a general consideration of the 
subject and more specifically in the treatment 
of individual micro-organisms. The chapters 
devoted to technique are particularly good. Af- 
ter a fairly careful reading of the book the re- 
viewer can find nothing of importance to take 
viewer can find nothing of importance to which 
exception may be taken and is led to express his 
admiration for the splendid manner in which the 
authors have covered the enormous field of bac- 
teriology and related subjects in a small volume. 

The Bibliography is unusually extensive for 
a students’ textbook and again exhibits keen 
judgment of the authors inasmuch as they have 
thereby made the book of great value for ad- 
vanced workers in bacteriology. All in all, the 
Manual, in the opinion of the reviewer, ranks as 
the best textbook published in England for the 
use of medical students. For physicians and 
biologists who wish a reliable, complete and well- 
written Manual for handy reference the book is 
strongly recommended. 


Reizbildung und Erregungsteitung im Wirbe!- 
feerherzen. (Stimulus Production and Con- 
dnetion in the Vertebrate Heart). By Lup- 
wiG HABERLANDT, Professor of Physiology at 
the University of Innsbruck. 175 pages, 39 
illustrations. J. F. Bergmann, Munich, 1926. 


‘laberlandt has written an interesting and de- 
tailed aecount of the old controversy between 
the advocates of the neurogenic theory and those 
supporting the myogenic theory of the heart 
beat. He recites old evidence which in the mid- 
dle of the eighteenth century initiated the neuro. 
zenic theory, based largely on the discovery of 
ntracardiae ganglia by Remak, Ludwig, and 
(idder. Then he proceeds to tell of the grad- 
ual finding of evidence which has at last won 
rairly complete victory for the myogenic theo- 
rists. A recent discovery by Haberlandt him- 


self appears to be one of the most conclusive 


arguments for the myogenic theory of the heart 
beat ; this consists in the finding that the mus- 
culature of the apex of the frog’s heart still - 
responds to stimuli and may contract regularly 
and spontaneously even after separation from 
the base for several weeks or months sufficient 
to cause degeneration of all nerve fibers (proved 
by special histological staining methods). The 
continuation of the heart to contract under the 
influence of certain nerve poisons and its eessa- 
tion when muscle poisoning is accomplished is 
also, obviously, an important argument. The 
old observation that an embryonic heart may 
begin to pulsate before the development of 
nerves, is less stressed inasmuch as none of the 
tissues, including that of heart muscle itself, are 
well differentiated at that early stage in develop- 
ment. 

The book is in part a kind of final (?) shot 
against the few who may still adhere to the old 
*‘neurogenic’’ theory. However, the obviously 
close association anatomically and physiological- 
ly between muscle and nerve cells throughout 
the heart,,particularly in the region of the sino- 
auricular and aurieuloventricular nodes and the 
bundle of His and its branches, or their anal- 
ogues in cold blooded vertebrates, makes it rath- 
er idle to speak of distinctive neurogenie and 
myogenic theories. Some have advocated a com- 
promise terminology ‘‘the neuromyogenie ear- 
diae action’’ (Neuromyogene Herztatigkeit). 

Conduction of the stimulus as well as its pro- 
duction is discussed in the book but much more 
briefly. The arguments are much the same. 

Finally Haberlandt diseusses his finding of an 
extract from the frog’s heart, not isolated as yet. 
but which may be obtained in solution by im- 
mersing the sinus venosus in Ringer’s solution. 
Ringer’s solution treated in this way has been 
found by Haberlandt to be more effective in re- 
viving hearts that have stopped or in increasing 
the rate of amplitude of contraction of frog’s 
heart muscle, than is Ringer’s solution untreated 
or Ringer’s solution in which the ventricular 
apex had been immersed. The extract has been 
laballed ‘‘hormone’’ by Haberlandt. It is ap- 
parently soluble in aleohol and insoluble in 
ether. It is more effective at warm than at cold 
temperatures. The author refers to somewhat 
similar” findings by Demoor in respect to the 
warm blooded heart. In a final paragraph Ha- 
berlandt suggests that this heart homone may 
prove to be of value in the treatment of heart 
dlisease. 

A bibliography of 452 references is appended 
to this volume. 


Emergencies of a General Practice. By NATHAN 
C. Morse, M.D. and Amos W. Coucorp, M.D. 
St. Louis. ©. V. Mosby Co., 1927. 


This book is a thorough revision by Dr. Col- 
cord of the work which the late Dr. Morse wrote 
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to assist the general practitioner in the man- 
agement of the more common emergencies. The 
scope is so broad that the task is a tremendously 
difficult one to handle in the space of 541 pages. 
It discusses general principles and equipment 
for first aid; removal of foreign bodies where- 
ever situated, e.g: in trachea; asphyxiation; 
treatment of wounds including operations for 
lacerated intestines; acute abdominal diseases; 
fractures; sprains; burns; amputations; obstet- 
ric emergencies; medical emergencies from 
opthalmia neonatorum to apoplexy; and a long 
list of external and internal poisons. It is in- 
evitable that a book which touches the entire 
realm of medicine with all its specialities in 
one small volume cannot be thorough with any. 
On the other hand describing the technic of ab- 
dominal operations and other comparable pro- 
cedures in such brief space seems of question- 
able value. However, the book contains a great 
number of valuable suggestions and should 
prove especially useful to the physician in a 
rural community where consultants are not 
readily available. 


Physical Diagnosis (Ninth Edition). By Ricn- 
ARD C. Casort, M.D., Prof. of Medicine at Har- 
vard University. Published by William Wood 
and Co., New York. 536 pages. 


Except for the following changes, the ninth 
edition of Dr. Cabot’s textbook on Physical 
diagnosis is the same as the eighth. In the see- 
tions dealing with heart sounds and murmurs, 
numbers are given which correspond to the 
Gamble-Cabot Cardiac Diagnosis Records which 
are to be marketed by the Columbia-Phonograph 
Company of New York. Short paragraphs are 
added on the ‘‘soldier’s heart’’ and infectious 
mononucleosis. In the Laboratory Section, a 
description of the Levy counting chamber re- 
places that of the Thoma-Zeiss counting slide. 

Unfortunately only a very few of the mechan- 
ical errors of the previous edition have 
been corrected. There are at least ten mistaken 
references to figures; an index in which approxi- 
mately one-fourth of the references miss the 
mark by at least a page; and more than the 
ordinary number of typographical errors. 

The book, of course, remains a standard work 
on physical diagnosis and is valuable for its 
completeness and outline form. It is especially 
useful for beginners, but by reason of its self- 
imposed limitations is not as interesting read- 
ing as some of the more specialized works which 
give more space to the explanations of the dif- 
ferent physical findings. 
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